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Theresa T'sung-t'zu Chen Louie « 


~~ This field ‘research on Chinese-Americans, utilizing bicultural 


~ 


“a “medical facilities in San Francisco Chinatown, is concerned with 


patients’ phenomenological concepts of illness (including traditional 
| cultural concepts), thie procegses whereby they define their illnesses, 
and the prreareee ‘and rationale for their actions in managing. symptoms. 
its purpose is to” identify specific cultural health and illness concepts: 
aa well as to generate theoretical concepts about illness behavioral 
patterns perceived and interpreted by patients. Such information ve 
would be important to health care assessment and intervention. 

Field data include observational surveys of medical goods and 
services; sixty - -four semistructured interviews with Chinese patients | 
seeking indigenous consultation in a private office, and scientific 
‘medical consultation in a hospital; informal interviews with a range of 
health practitioners and non-Chinese patients seeking acupuncture; ees 
newspaper advertisements for healers and discussions on health, as 
well as popular Chinese medical Becks. This study is also an example 

‘ of cross-cultural fieldwork. Research strategies relevant toa Chinese ~ ro 
| _ Te arrive ata ‘clear understanding of illness sities ofa 
partiéulaz cultural group, e.g., the Chinese-Americans, there are 
important considerations: | 


1) the situation wherein the illness behavior is defined, 


2) the sociocultural structural context of the medical system, 


3) the historical and present sociopolitical influences on 
the bicultural system, 
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4) the particular valued health’and illness concepts 
that are applied in everyday living. 


The bicultural health care system. in Chinatown includes multifie ; 


options from scientific and indigenous medicine, which mingle in the 
congested living area. Indigenous medicine includes herbal healing, 
acupuncture, and bone setting. Medicinal herbs and food are part of 
_ daily living and, together with patent medicine, are abundant in stores 
and markets. The large variety of medical options compressed into a ‘ 
small space facilitates patients' independent choice of medical options. 
. The dual-tract medical system seen in Chinatows wae prevalent in : 
China. From pioneer days,. when Chinese laborers were excluded 
from Western medicine and had to rely on herbal treatment, to the. 
recent interest in acupuncture fromegthe. Western society, the demand” 
for indigenous medicine has perpetuated the bicultural medical system. 
Illness, or unfamiliar bodily symptoms, is problematic toa 


person, causing discomfort, dysfunction, and possibly disruption of 


_. daily activities. An ill person must first determine what is wrong. 


through explanatory thinking processes. He begins with a Sekisg-ur- 
process: a selective noting and retaining of. information. _ Picking up | 
may be from. eclectic sources: scientific, technical, religious, com- 
‘mercial, traditional, cultural, or interpersonal. He draws informa- 
tion from his reservoir of sources and connects it ‘to his present 
bodily experience through a linking process. His goal is to find an 
illness causal theory that will tell him how to act. A ‘person’ s exper- 

eee __.u.u.dence of illness competes with his attention to daily salen. The 

- symptom-action process first involves a trying out by self-remedying. 

if a symptom persists, then the person consults experts who are 


recommended by friends and relatives from:their own experiences. 


He may shop around to find a doctor who is experienced in treating his 
particular illness. Engaging in healing takes place when a person 


allows himself to be scrutinized and voluntarily enters treatment in 
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order to be cured. If there are no practical results, he disengages to 

try out other remedies or consultants serially or concurrently. Multiple 
trying out is based-ona belief -that knowing 1 the cause will bring an 
effective cure. | 


‘Traditional cultural concepts are information that may be picked 


illness causal theories, as imagery, and as known formulas 


They are. jinked to symptoms and acted upon as 
long as they serve to explain illness and eradicate symptoms. The 
specific folk concepts of Hay, Blood, Hot, Cold, and Foong are 
described in a balancing scheme which is the basic rationale in ~ 
: Chinese medicine. Chinese values and fears are also discussed as __ | 
: reasons people give for their actions. 
| Cross- cultural stedies show that OE in a bicultural situation 
by often undergo a cultural change: they learn to accept scientific med- 
icine as,an alternative to folk medicine. They choose between-remedies - 
empirically, on the basis of known results. When no cures have been 
observed, the practical method us to alte rnate the remedies. Like. the | 
respondents in this study, they act sete their illness pragmatically. 
Acting in g in the pragmatic context means that people’ s attention is 
focused primarily on the tasks of daily living. A problematic situation 
that interrupts routine tasks requires immediate attention. -People 
perceive their everyday living experience as relevant because :: 
"impinges" upon them here and now — they cannot ignore it. Exper- | a 
iencing the problematic becomes a motive for action. Practical action 
| is based on knowledge that is experiential and certain. In the common- 
sense world, problem solving must siti iatiaii to smooth daily living. 
Illness is and important to a person whenit 


intrudes and interrupts his routine affairs. He then acts according to 


his pragmatic interest: he seeks a solution that will eliminate the 


source of the problem, i.e., the symptom. Illness problems may be 
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biological, cognitive, emotional, or social; but the lay definition or. 


the problem is expressed in cognitive terms: to find the real causation. 


In evaluating various remedies, a person makes an experiential assess- 


‘ment: is there a lessening of the symptoms ora resumption of daily, : <a 
activities? He gives up treatments that do not change. symptoms. 
* Doctor shopping can be seen.as a clash of perspectives. Laymen 
act on experiential and practical indices, while health: professionals | 
Base their actions ona cognitive (scientific) framework. Nursing 
assessment and intervention must -be perceived by patients as conc rete 
and helpful for controlling their illness problems. An understanding 


of the patients' Ergenne context is basic to any plan for improved 


health care. 
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| PREFACE AND’ ACKNOWLEDGEMENTS : 
"Becoming," in doctoral studies, is ‘Tike cultivating; different — 
‘people contributed their efforts as I grow, and now we present the- 
fruits of our joint labor. This research was partially supported by a — 
grant from the American Nurses’ Foundation (grant number £-13- 038) a. 
1973- 74 Patent Fund (2- 535201- 08613- 3) grant from the Gréduate 
Division of the University of California, San Francisco and a 1974 grant 
the National Institutes of Health (Speci Nurse Research Fellow- 
There are three major parts in this thesis: Chineis- American 
health and illness concepts, propositions of illness 
“and implications for, science. Phe understanding of Chinese - 
American illness behavior is contingent upon the situation wherein the 
ners behavior is defined, the sociocultural structural context of the —-- — 
medical system, the historical sociopolitical influences on the bicultural 
system, the ‘particular health and illness concepts that are applied 
imaverpaay living. Lucile Newman shared her anthropological insights, 
____ spontaneity, and humanism. — She inspired me and provided me oppor- 
-tunities to communicate my research as I reaped the initial data. My 
associations with contemporary Asian-Americans have kept me con- 
versant with issues in the minority and ethnic communities. Joan 
Trauner, Brendan Leung, and William Wong shared amos 
informal intellectual exchanges and validated the field.data... My in- 
debtedness extends to many Chinese- Americans who agreed to share 
their personal illness data, as well as to those who provided the re- 
; search opportunities: the nursing staff and administrator C. J. Yang 
. of the Chinese hospital. I cannot overemphasize my appreciation of the 
Chinese doctor ‘who was sympathetic to research and encouraged his 


patients, who were seeking acupuncture, to talk to me. Kenneth Gee 


photographed the medical scene in Chinatown. 


UMI 


iv 


j 


& 
¢ 
a 
t 
5 
? 


research: could have ‘dealt wish Chinese- American illness 


behavior in relation to sacle class or acculturation, or concentrated 


—~ 


ona detailed desc ription of ethnomedicine. T present, instead, “is 


a set of theoretical propositions (the pragmatic context) which are applic- — 
able to our eve ryday living, in health or in sickness. Illness definition = 
is characterized thinking and illness manage- 
ment, by trial and error. These basic social processes are not par- 
ticular to Chinese-Americans. | | 
My analytic procedure was directly influenced by the authors of 
the grounded theory discovery method. Barney Glaser, who puts doen: 


every fleeting idea on paper, was a model of how to meticulously sys- 


tematize theoretical analysis from eve ryday events. His’ sociological 


_ analysis class launched many initial ideas in this research. Anselm « | 
Strauss! support dated from the with unfailing interest, en- 
couragement, and incisive analysis. , “'y 


Afaf Meleis, a nurse sociologist, laid the invaluable foundation 
of the sociology of illness andfnursing science for me. Together with | 
Shirley Chater their dedication to nursing science inspired my commit-~ | a 
ment to work toward advancement of nursing knowledge through research. 
Having mane a clinical nurse throughout my professional career, Iam 
ae aaesy. aware that knowledge must be useful to practice. It is for my 
| practitioner colleagues that this research was initially conceived. 
My father, P. ©. Chun, was‘an avid reader of American philosophy 
Q | during the final decade of his life. Twenty years ago, he began trans- 
lating John Dewey's philosophy. After I concluded the chapter on the 
pragmatic context, I discovered that he had corresponded and met; vith 
many contemporary philosophers, inching Charles Morris. Our * 


parallel interests, developed separately, were parted by 


gap.. Perhaps fortuitously, my induction along the same path began when 
Anne Davis introduced phenomenological research to me. Leonard. 


Schatzman could converse so casually and unpretentiously about natural- | 
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the end of the course. Virginia Olesen, \with her fine sensitivity, 


‘broadened ‘scope of methodological issues. 
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istic research that was symbolic inte ractionism before 


Since I am. a. ». Chinese -Americati, I speak English with Chinese 


linguistic patte: rns. I weighed the option of maintaining my identity, by 


keeping the Chinese diction, against that of having the writing “Anglo- 


cized'" (changed into more conventional and correct English). So that 


the reader can better understand my research communication, Harriet 


Smith has unde rtaken the tedious task of Sditing my-Ghinese- English. 


I also considered trying to avoid the bias implied by the invariable use | 


of the pronoun "he.'"' I decided that unfortunately it was impossible, .. 


»given the nature of English grammar and vocabulary. 


I had times to be ''on" and "off! thé research role in daily living. 


My demands of being ''on"' continuously impinged upon the people within 


my immediate social network who expected to relate to me in the "off"! 


| — When the people » were Chinese, they wondered about my immer 


sion in a study of obviously mundane health matters that they either 


_ took for granted or rejected as superstitious. Richard Louie has meen 


very good natured about sharing - "oR. _and "off"! roles, with all the 


d down's~and fall on. I want to thank all my relatives 


n¢ 


who were inducted into ‘i iil ceciaens of making the deadline: writing 


Chinese, | typing drafts, referencing, and proofreading. Finally, Iam 


Gustele to the people at Type-Ink, who. meticulously printed beautiful 
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CHAPTER’ONE 


EN _ MULTIPLE REALITIES IN THE MEDICAL SYSTEM 


_ The health care delivery system has broadened its base to embrace 
the disadvantaged.! Minority groups have begun to health services 
as their rights. However, health practitioners find themselves insecure S 
P . when dealing with ethnic groups whose culture they know little about. 

Sometimes they find patients uncooperative in medical.treatment. 
care in a ghetto area, e.g., - Chinatown, presents a further problem. 
7 Chinese-American patients ‘sometimes see Western doctors and at other 
| times indigenous practitioners. Multiple consultation is encouraged by 


a the existence ofa variety of medical options crowded into a few square 


blocks. The availability of and accessibility to medical goods and ser- 
vices facilitate | atients' shopping around. Doctor shopping is not con- 
. fined to Chites -Americans: American patients seek various consultants-- 
e. 8+; physicians, osteopaths, faith healers, quacks, or Chinese acupunc- 
turists. The phe multiple consultation is all the 
paradoxic in America, where medical : science has reached an impressive 
height of sophistication. A prevailing belief is that money and technology © 
can cure everything. ‘Health practitioners who nennne advanced 
: scientific seo impatient with patients who deviate to unorthodox 
medicine. Practitioners have scant notion of the rationale for-some 
patients' seemingly unwise choices. This field study documents the 
patients’ side of the story: how they come to define when they are ill, and 
what they do- about their illnesses. 
ip | The importance of this study stems from the fact that health care is 
7 a social act.> The process of scientific healing is mediated by the socish- 


/ _ interaction of the-healer and the patient. To, insure quality health care, a ’ 


healer must gain his patient's cooperation. He must therefore know what 
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is important to the patient. When the patient is from a different culture, 


have almost no knowledge about Chinese-Americans, and even many 


Chinese: Américan health professionals are unfamiliar with traditional 


health promotion and health maintenance counselors. Nurses who under- 


the practitioner must learn about how to interact with him. There isa 

gap of knowledge about: whether caring for ethnic groups should be ister « | 
ent from or similar to caring for the dominant- culture group. eee 
me The need to understand and deal with patients from other cultures 

is very ceases an in cosmopolitan San Francisco. De spite the melting 

pot theory, ‘ethnic groups remain diverse and unique. ae Health care for ~ as 
ethnic groups calls for specific knowledge about them. “Health care for 

racial minorities is complex. Chinese-Americans, for example, area 
visibly large minority with an exponential growth rate in’San Francisco. a 2 
Those who are trapped in the ghetto have many socioeconomic ana health 
problems.° There is a paucity of Chinese-American health literature.’ 


Research about Chinese-American health is scarce.8 The Non-Chinese 


Chinese culture. - 
Health and illness information seu different cultural groups is 

particularly important to nurses. are health professionals 
have extensive contact with, patient's; they carry out treatment pre scrip- 
tion and are responsible for patient cooperation: Nur ses function as 

stand their clients’ culture will be more sensitive to their needs. 

‘Research infor mation about ethnic health and illness conceptions is cru- 
ciel to minority nurses who work among tho se of their own culture. Health 
professionalization socializes ethnic and racial minority nurses into the 
7 scientific medical system. It estranges them from the parascientific, non- 
white medical system. When minority nurses enter an ethnic enclave to | 
work, they share an ethnic identity with their clients but are not’ well 
acquainted with their world views. Clients expect nurses to under stand 
them. They regard scientific values as respectable, but not always ac-. 


ceptable. Lack of knowledge about a culture may account for many of the iE 


problems i in medical practice. Appreciation and sensitivity in the cultural 
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area of health care must therefore be incorporated into the process of . 


A ‘selected of American clients are tates sted inindigenous 


- ‘Chinese medicine at one time or another. ‘Since the popularization of 


acupuncture in the 19708, there has been a quickened introduction of 


Eastern medicine to the Western client system. 8 The influx of immigrant 


Chinese. healers provides a growing underground market of traditional 
Chinese medicine. Some practitioners use herbal prescriptions and — 
patent medicine along with acupuncture. American patients have socially 


legitimized acupuncture by seeking such treatment. It is important for 


health. professionals to understand how patients perceive ‘unorthodox, | 


indigenous:medicine. Chinese-American patients have used indigenous 
medicine for a long timie . Their views on multiple consultation may help 
us understand those patients among the general client system that choose 


- to op around for doctors. . 


_ THE RESEARCH 


4 -This ‘study is directed toward contr ibuting a knowleage base in - 
cross-cultural health care. The goal is. an improvement 
health care quality. “The immediate goals are! 

1) to under stand health and illness from the Chinese- American 


layman's frame of reference; ‘ 


2) to under stand patients' rationale for illness management, particu- 
larly multiple consultation; | 
3) to generate substantive meer y from Chinese- American illness 


behavior; 


4) to” document research processes and strategies specific to 
Chinese-American research. | 
To ac a the research goals, ‘the objectives of this study are: 


1) to identify the ethnomedical view of Chinese- American patients 


utilizing health care facilities in Chinatown; 
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2) to describe the processes of their illness. deteaikios: 


 3)+to delineate their selective illness consultation:processes; 
ae 3 4) to examine their rationale for differential, medical selection; 


5) to. .deacr ibe. and analyze.research‘experiences among Chinese- 


American re spondents and within the Chine se ghetto structure. 


THE PROBLEM STATEMENT. The research problem encompasses — 


two major questions: | 


How do se- define illness? 


a. What is their traditional concept of ine ies 


b. What are the variables, in their view, that account ine the 
varying degrees of subscription to traditional concepts? 


-c. What are the processes whereby they define their illnesses? 
2) How do Chinese-Americans manage illness? 


a. What are the activities or remedies, if any, that they perform 
or use prior to seeking medical consultation? 


b. What medical options do they avail themselves of? 
c. What are the processes of juggling various medical options? 


d. What are'the variables, in their view, that account for differ - 
ential selection? 


~The goal of documenting the research processes and strategies was 
‘not articulated initially. .Upon completion of the study, Irealized the im- 
port of my research experience. It is therefore more accurate to call this 


ere one of the goals of this paper rather than of the study itself. 


THE STUDY. The sources of data for this study are Chine se: : 


American adults who utilize indigenous and/or Western medicine in San 
Francisco Chinatown. ('!'Chinese-American' means a person of Chinese 
ancestry who resides in this country.) They include people who are im- 25 


migrants, native born, ‘English- speaking, and non-English- speaking. 


Some are familiar with traditional folk concepts of health and illnéss, - 


while others reject them as old-fashioned. ('Illness'' means any physical 
dysfunction that patients consider to be illness and need to seek consulta- 


tion for; "illness management'' means various activities they engage in to 
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predominantly through interviewing. A pilot exploratory study was done 


covery of grounded theory, which will be ‘fully expounded in Chapter Two. 


alter the condition of illness.) The research is a qualitative study done — 


first, guide the research design. The methodology isbasedo on the diss 


THE RESEARCHER'S CONTEXT AND PROBLEM DELINEATION. 


_Avchoice of research problem is not made ina social vacuum. This study 


evolved as the researcher's biography intersected the emergence of ethnic 


minority consciousness, of consumerism, and of an increase in nursing 


/re search. All share a commonality: a trend toward assertion and inde- 


pendent contribution. The 1970s in the United States have witnessed dis- 
enfranchised citizens claiming their rights to the nation's resources. The 


raising of collective ethnic minority consciousness has proved to be a 


‘stimulus for many social and individual acts. Asian-Americans, amid this 


sociopolitical climate, have begun to seek their heritage, only to find an 
information deficit in both art and science. As Chinese-American health 
‘practitioners trying to understand the customs and attitudes: of our own 

people, we have realized that unless we document oni inhOr MRM, we 
will continue to experience a. deficit. 


Although patients are the focus of many ‘medical specialities arid . 


advancements, they have not pene treated as partners in the health care 
system. “The process of patients’ defining their rights is just beginning. 10, 
Consumer representation is starting to have some effect on health care 
planning. Patients, like ethnic minorities, are barely beginning to bargain 
for their share in the health care venture. ) 

We nurses come into extensive eebbnes with patients. We have to 


deal continually with patients' needs. We are relative neophytes in the 


research field. Nur se researchers differ from other scientists in their 


mandate to conduct research with clinical relevance. Nursing research 


attempts to generate relevant nursing theories for nursing practice. 


eu Nur se researchers are spearheading the development of practice- oriented 


tudes that will be helpful for upgrading health care. ‘Asa 
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re searcher, Iam promoting participation of the "silent partners." This 
re search undertaking aims at advancing under standing of ethnic minority 


~The of Chinese- ‘American patients' perspectives. 


will add to the fund of nur aieg knowledge that can n dir ect strategies oF ——— 
"quality health care... | 


PRACTICE- -GENERATED RESEARCH. ‘hh the practice area, the 


job of health workers is to solve problems. in maintaining and promoting 
clients' health. ‘Practitioners encounter problems in problem ae 


" when they have insufficient knowledge on which to base their decisions. 12. 


It is futile for practitioners to wh d to generate research while they seni 
health care problems. Asa community health nurse who counseled 
Chinese- American patients in their medical, treatments, soon found 
was hampered by my latk of. knowledge about their beliefs and customs in 
folk medicine. Relying on their own judgment, clients combined or alter-: 
nated the use. of indigenous healers and Chinese physi- 

cians for consultation and treatment. Immersed as I was in Anglo 
scientific medicine, I was not sensitive to the patients' dilemma of selece 
tion. I left the problem of consultation to them. After I left the everyday 
practice of nur sing, I became aware of the significance of the consultation 

| phenomenon. The clients, with their multiple consultations and eclectic 
remedying, were operating. on very different premises from the practi- 
tioners. The two groups never truly communicated through a negotiated 
process which took into consideration the value oF ieutation of both 

_ scientific and folk practices. Illness management was based on either the 
professional scientific approach or the client's pragmatic approach. In ae 
the end, clients followed their own practical mindene: An examination of 
this problematic phenomenon was the first inn practice-oriehted © 


research. 


PROBLEM DELINEATION. The problem was initially identified in 


the interactional context. One may ask, Whose problem is it? Is it worth 


~ 


For health practitioners, multiple consultation violates the 
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sic tenet of quality health care: “continuity. From the medical 
point of. view, a‘disease' s cause must be ‘identified and quickly treateds~ 


o"- 2 ies waste of temporal and economic Tre “cua to switch from doctor to 


doctor It-is medically unsound to-follow nonprofessional guidance. 


Nurses want to gain cooperation frotn patients. Being close to patients, 
they. are also aware of the patients’ efforts to cope with their illnesses. 
Nurses. can understand that patients are desperate for a cure; but like 
doctors, they see thé patients! disregard for scientific orthodox medical. 
care as the patients' problem. Their professional problem is failing to 


Patients are concerned with their bodily discomfoets, incapacitations, 


- and disruptions in their social roles due to illness. Their central in is: 
to lessen suffering and resume scoustoml activities. Their problem is 
to find effective treatment measures. When one consultant does not de- a 

‘ liver a cure, a patient is constrained to look for one that will: the solution 

| toa patient's problem is finding a consultant who can render a sure cure. 
The problem, viewed in the interactional context, is ‘that health | : 
act according. to their medical reference, while 
patients act according to. their practical, experiential reference. Patients 
do not share the practitioners' ideological reference; practitioners do not 
| share the experience and suffering that form the patients’ practical refer - 
ence. Each group defines the problem according i their.own logic and | 
take action based on theit own premises. There is . clash of professional 
versus lay perspectives.!4 The problem is made worse by a transcul- 
tural consultation gap. Practitioners and patients operate from different 
symbolic and cultural systems. Many Chinese-Americans speak only 
Chinese. Their beliefs are drawn from the Chinese culture. They are 
“accustomed to acting ina culture that is foreign rm the Anglo culture. The 


Clash of perspectives becomes a problem when practitioners and patients 


~act and interpret events and actions according to their own points of view. 


UMI 


ee convince patients of the scientific rationale for treatment. : 


TH EORETICA L PERSPE CTIVES 


When the health ppactitionsts call for continuity of care rt clients 


insist on multiple consultation, there is a breakdown. ‘in therapeutic nego-. : 

tiations. Each group harbors and follows the dictates of its own convic- 

: tions. They hold on to their own idea of "truth"; the opposing per spective 

‘- not legitimate ground for action. There is no one truth; truth is per- 
ceived truth.!5: 16 Different frames of reference lead ‘to differ ential 

ations of the same situation. To explain the clash of per 

| between practitioner s and ge! I will draw on the ‘theories of symbolic 
interactionism. 17 There are some basic symbolic interactionist assump- 
tions that explain the conditions, contingencies, and consequences of 


differential frames of reference. 


HUMAN BEHAVIOR IS MEDIATED BY SYMBOLS. tive 


physical world consisting.of objects and acts we cannot wish away. They 


constitute our reality. 19° We apprehend that reality through our symbolic 
ayatem: our r language and signs. The. gaits out there is known to us 

< through our symbolic representation of that reality. 20 Thus, reality is 
perceived reality. When we interact, our actions are represented to each 


other symbolically through gesture Ss, signs, and language.@! 


WE PERCEIVE AND GIVE MEANING TO OUR EXPERIENCES 
THROUGH AN INTERPRETIVE PROCESS. Objects and acts do not have 
intrinsic mieanings.- Acting individuals designate and give nisanings w 
acts and objects. “Individuals interpret objects and events through con- 
structs. They act toward objects and events only on the basis of the 


meanings that things have for them.“¢ 


ees WE DEFINE SITUATIONS INTERACTIVELY WITH OTHERS IN A> 
_ JOINT INTERPRETIVE VENTURE. Individuals learn about meanings 
. through socialization processés. Mead theorizes extensively about the 


emergence of thé self. The child, through a process of role taking, 


| develops self-concepts through a period of time. He, and later the adult, 
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| takes the attitudes of others with whom he is involvéd, by getting inte" 


the experiences of others and by responding to others according to how : 
they respond to his acts. 23 Thus, we learn the ‘meanings of acts and ob- 
jects and our of our selves, . as each is reflected by others | 
through an interactive process. By directly with other 8) or 
indirectly with an abstract group from: our memory or imagination, over 
time, we develop values and norms. We internalize Others’ attitudes and 
expectations. We develop common ‘per spectives and can intercommunicate 


these spectives with as we encounter and define situations.©* 


| PERCEIVED AND INTERPRETED REALITY, THE BASIS OF 
—— OUR KNOWLEDGE, ACCUMULATES THROUGH TIME AS WE ASSOCIATE 
_ WITH A SPECIFIC SOCIAL STRUCTURE. OUR RESERVOIR OF EXPERI- — . 
ENCE AND KNOWLEDGE BECOMES OUR PREVAILING FRAME OF 
- REFERENCE. Depending ona per son's association with and participation 
in different social structures, the- consequences of his interaction with 
There is a share- ih common, mutually sanctioned set of expecta- 
tions within the same culture. 260 People' s membership ina yee social . 
structure at a given location will determine the types of bidiake. attitudes, — 
and perspectives they will learn and carry on. ‘Thus it is that given the 
yo object or event, people holding different sets of meanings and values 
‘may define it differently. The reality a person perceives may concur or 
conflict with another's perception; thus there can be multiple realities.27- 
‘How someone defines and regards a situation will influence his action.*® 
In sum, - each definition of situation evolves through interactional 
_and interpretive processes. The per spectives that interactants bring to a bic 
situation are the stocks of experiences that are accumulated from previous 
definitions of situations. The individual's stock of experience will vary 
depending on the social structure and location that he comes from. 


In an illness situation, in order to arrive at a definition of illness, . 


aa individual indicates and interprets within himself or with others the 
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‘meaning of the’ symptom. ‘Ulness explanations are drawn from the Hort. 


of illness pudieledge which is prevailing within a. specific sociocultural 


structure. People from different sociocultural structures. act differently 


in illness situations. Coping with illness is a social process. A certain 


pattern of beliavior may evolve as an illness lingers. A patient defines - 


his illness situation and takes action to get well. When his efforts are not 


accompanied by diminishing symptoms, he seeks a Goctor’ s advice. Medi- 


cal consultation is.a situation wherein the patient and healer jointly define 


_ act on the illness. ‘What ti takes place during the joint definition of 


situation depends on the frames of reference i the practitioner and the = 
patient. How the definition of situation takes place repens on the organi- 
sational structure of the consultative environment. 


During consultafive encounters, ‘sometimes there are multiple 


realitjes. In order for the interactants to jointly agree on a course of 


action successfully, here must be an understanding if not a s sharing of 


iv per spectives. Health practitioners are well acquainted with the Anglo 


scientific perspective. It is imperative that they begin to under stand the | 
patients' frame of reference. That is why this study focuses on discover -. 
ing the , patients' phenomenological perspectives. To conduct the research, 
I acted on the basic premise of symbolic interactionism. In Chapter Two, 


I will further discuss the management of self and others in the research - 


SUBSTANTIVE PERSPECTIVES: THE MANY VIEWS OF 
| ILLNESS BEHAVIOR : 


Health care delivery isthe practitioners' arena of 


dition of helping and healing is age-old and universal. The treatment of 


illness in Western society since the advent of science and germ theory has | 


evolved into a solidly scientific frame of reference. The medical para- 


digm is based on etiology, diagnosis, and treatment. Diseasehasa ~ 


,cause that must be identified, and the disease- producing” agent must be | 


bowte tae’. In the tradition of biological and physical science, medical 
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technology is fully mechanized to serve patiente according to the medico- 
= scientific model: patients treated for their ailing body parts 
Since the 1960s, behavioral scientists have. entered the health field 


and the object of their studies. They include anthropologists, 


“sociologists, sociopsychologists, and epidemiologists. They are not only 
concerned — observing health care systems but also with promoting 


~ health care “planning, distribution, and delivery.‘ 29 Many exhort re- 


rchers to use theories from their own discipline to explain health care 


_ aes phenomena rather. than using the medical perspective and the biased con- 


cern of health care ‘professionals. 30 They bring to the subject of health 

care many fresh perspectives. Their contributions maximize the ways 

health care ‘systems can be analyzed. The health field has changed its 
i ‘focus from specific causation to multiple causation of disease. Its con- 


-cern has moved to the whole man. 31 


ee Because many social scientists are involved in health care re search, 
medical behavioral scientific research has gone in many different direc- 
a TTP I will first raise some issues that behavioral scientists are con- 
cerned with. Discussions of substantive theories related to the issues 
st follow. Finally, I will discuss how these issues relate to the clash of 
perspectives, our problem at hand. ‘The issues behavioral scientists are | 


concerned with are: 1) illness production definition, 2) onvisbhons in ill- 


ness behavior, 3) illness-coping behavior, 4)-help- seeking behavior. 


+ 


. | ILLNESS PRODUCTION AND DEFINITION. The conceptual models 


related to illness definition and illness production are the perceptual 


model and the stress model. Se 


THE PERCEPTUAL MODEL. to King, is 


not just 

the reaction of sense organs to the impingement of stimuli, but 
in the broader sense, of cognitive processes concerning the 

Lod stimuli. The emphasis is not only on the strength of the stimuli, 
the way they are grouped or patterned, or their sharpness, but- 
also on their significance to the individual organism. 


Signs and symbols havé significance depending on the set of assumptions 
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that individuals carry.» Perception is deter mined by physiological, 
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~ psychological, and sociocultural factors. King delineates the’ physiological 
factors as chemical imbalance, constitutional variance and altered 


_ Stitutional states. Psychological determinants include psychogenic needs, 


adaptive and defensive mechanisms. ordering mechanisms (like 


beliefs, attitudes, and values). Sociocultural come from the’ 


‘broad social matrix that includes culture, subculture, and anchoring ~ 


points with which people order their lives. King uses perception as the 


central idea to explain cultural,. socio fekictural, and personality ‘variables 


-in illness. The model is basically sociopsychological and focuses on the 


around). 


Perception explains hosw people define illness and conceptual- 


ize illne: ss “conditions. A per son's porcepumn of sensory stimuli leads to 


3 his recognition of illness: These stimuli, or biological data, include: 


1) feeling state (e<g. discomfort or pain), 2) appearance, (e. 


deviation from a ''well-fleshed'! body), 34 3) organic dysfunction (e. B., a 


_ decrease in energy and the ability to perree™ physical functions or to get : 


Individuals various to a stimulus. How they draw 


depends on how the stimuli are grouped. This is where differ- 


ences in sociocultural matrix nccaiet for differences in perceptions. The 


relation of perception to sociocultural matrix is*clearly demonstrated by 
the illne ss concepts of preliterate societies, in which medicine is not a 
developed institution. The cause of illness is perceived and explained 


through existing cultural concepts. Illness, to preliterates, can be 


caused by interpersonal sources (sorcery, cursing), personal violation © 


(breach of taboo, bad conduct), imper sonal intrusive objects (organic 
agents), natural sources (thunder, wind), and spiritual sources (ghosts, 


soul 


In literate societies, many ethnic groups and religious 

societies hold distinct concepts of illness. The Hot-Cold classification of 
3 | 

physiological states and food ? and exposure to external influences (e.g., 


4( 
"evil eye" or ''bad air," undue heat or cold, ” and emotional states” are 


different concepts people use to explaim’ fliness. Christian. 


Scientists give ‘illness a religious interpretation and’ regard it as an 
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"error, " ‘for which appropriate treatment is earnest and silent prayer. 


THE STRESS MODEL. Stress, according to Selye, is that which | 
automatically demands an increase of vital activity. 43 It produces a non- 
specific defense mechanism i the biological system to resist the stressor. 
Social stresé is the re sult “social, _and situational 
factors: it is a ‘conflict of internal and external demands. 44 Behavioral 


scientists, along with medical th a rs in public health, have adopted 


this epidemiological model in their ‘search for illness etiology. Illness is 


seen as a battle of three agents: host, agent, and environment. The 


noxiqus agent en be physical, “mechanical, or environmental. Stress, by 


the broadest is a pathological environment. 


The eoncept ofa morbid episode incorporates stress as the determi- 


nant of illness. The morbid episode is an interruption of a normal and 


_ desired course of events., The episode has four. elementary parts: 


fd) the assessment. of a disturbance in, or threat to, ent usual | 


2) the arousal of anxiety by'the perception of such an eens 


3) the application of general medical knowledge to the given 
disturbance, 


4) the performance of removing anxiety 
This model brings out: the antecedent of disease, stress; and its conse- 

quence, anxiety. Both are important % @spects. in iliness production. 
idea of. social stress indicates the multicausal factors in illness produc- 


tion: biological, psychological,. -and environmental. 


There are many research studies identifying different variables : 


_ that induce stress and produce illness. Polgar takes-an inventory of the 


variables: socioeconomic status, housing, religious and ethnic variations, 


coincidence with welfare cases, and number of children, to name a few.46 


There are ‘some classic demonstrating stress and its 


illness production. 


-_ Wolff's study of patients with gastric fistulae gives an important 


demonstration of the effects of stress.*! When a person is frustrated, 
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‘ angry; and hé stile, ” Wis i's accompanying gastric hyperactivity. Wolf - 


situations, such as loss of and or unsatisfactory inter- 


pers sonal r elationships. 


: demonstrates that offensive and defensive biological reactions can be 


caused by physically threatening situations and by socially threatening * 


- 2)..Freidman shows that ‘per sonality pattern and life style contribute 


to stress- induced illness. He finds that people who are highly achieve- | 


nt oriented, impatient, tense, and who hold stressful jobs are prone to 


coronar: ies. 48 


_ perception of the meaning of the situation is s étressful.49 


personal vulnerability increases the stress.> 


3) Hinkle and Wolff made longitudinal sheer vations on the experi- 


ences of cniplovecs in a United States corporation and of Chinese immi- 


‘grants. They found that-rates of illness are higher when people perceive 


illness and life Situations to be stre ssful. Social environment may be an 


important source of stress, but it is not dixecds related to illness produc- 


tion. Reactions to life situations become stressful when people's total 


4) Mechanic finds that medical students! complaints of illness ac- 
company stressful life situations in medical education. The complaints 


also correspond to the external cues students get during their study of. - “: 


disease, as well as to their tendencies to take sick roles. A sense of 


51 
5) Kellner highlights the situational influence ot ska s and illness 
in families. He finds a high incidence of ill health in people escorting 
family member to consultation. The opportunity for consultation coin- 
cides with their matur ing resolutions about itieses in ‘them selves, as well 
as with the stress caused by the illness of family members. pe 


6) Leightons' study scievabenes that social disorganization in a com- 


~ munity can lead to stress and individual psychological dysfunction.? > 


From the above examples, we see that stress is a multicausal 
illness-producing variable. Stress comprises many factors we infer from 


studies of people who are adver sely affected by wnntes sant, {areatening, 


- and demanding social and psychological experiences. ie Caudill’ s concept 
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ofa linked open system attempts to i incorporate t the various stress factors. 


Cause and effect of one system does not remain in one locus, but influ- 


"ences other’ systems. The consequence is that there is a configuration of | 


disposing — that can be considered the cause of illness. Caudill 


shows, that gen research. must include the diver se aspects of stress- ; 


3 inducing conditions and consequences. 


The stress model uses stress as an intervening variable to concep- oe 
tualize —_, production. It shows that the-causes of illness are multi- 


dimensional. Iilness can be caused by sociopsychological as well as i 


~ 


ecological factors: 
‘In the stress model, the noxious agent, or the insult, is the disease 


causative agent. Stress represents the external insult that impinges upon 


the individual. The internal reaction to the external insult, be ita physi- 
cal ora social insult, is a stress reaction: The perceptual model ex- * 
plains the internal process’ within the individual. The cognitive processes 


@ 
represent the reaction to stress, and guide the person's definition of ill- 


ness. - How a per son spSipcets stress is conditioned by his sociocultural 
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VARIATIONS IN ILLNESS BEHAVIOR: The cultural éiiiiias and how 


“"the ‘Siék role is viewed influence illness behavior. The influence of the | 


cultural context car be examined through a discussion of the concept of 


world view. 


WORLD VIEW ASA CONSEQUENCE OF THE CULTURAL CON - 
TEXT. There are greater variances in behavior cultures 


that develop separately in timg and location. Paul explains that. 
one of the functions of culture is td serve as a subtle systematic 
device of perceiving the world.° 


To under stand people's behavior, one has to learn the 


implicit premises, discover the aangue postulates that 
give rise to behavior. 


Implicit culture can be conceptualized as world view: a construct about 


patterns underlying man's perception of his place in the co smos._ It 
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encompasses the broad beliefs and. attitudes toward people and life that 


are the underpinnings ofa culture. ‘2 Jones redefines belief as a "vector," 


59 


to bring out the: tendency in man to act according to what he believes. 


~ 


World view is therefore a ''wide range of vectors in man's belief space," 


é, gained early in life, and not readily changed. It has a determinate influ- 
‘ence on both verbal and nonverbal behavior. World views are largely ex- 


pressed latent meanings. 
Peop}€'s world views hiclude beliefs and attitudes. gained early in 


life about health and illne ss. _Anthropologists studying the medical 


‘peodiien systems are affected by major categories of culture: 


economics, religion, social relationships, education, family 
structure, and language. 60 
Furthermore, 


Medicine consists a a vast complex of knowlédge, beliefs, 
° techniques, roles, norms, ideologies, attitudes, customs, 
= rituals, symbols that interlock to form a mutually reinforcing 
and supporting system. 


Illness behavior is expressed differently in different cultures. 

~ Zborow ski finds that the differential responses to pain of Irish, Italians, 
and Jews may. be attributed to their differential cultural expectations and 
sanctions of pain expression. Zoia's studies of the Balians and ‘Irish 
show that bodily conditions may be perceived and communicated differen- 
tially in different cultures. 63 Adair finds that the Navajo's pain response * 
is stoic by Western standards. They have limited language to describe | 

. the. experience of pain, and they seem to have little concern for Fae 
Fabrega and Manning explain that the perception of our bodies is part of 

our perception of self, Thus the Peruvian peasants' use of herbs results 
from their de sire to have relatively painless and competently functioning 
bodies. Their everyday subsistant living in the highlands requires a 


65 


strong functioning body. Ingham show s that the Mexicans' hot-cold folk 


medical concept reflects a polar contrast that is a basic ideological fea- 


ture of their culture. They have a world view of ''limited ssieie NOT 
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People! Ss ways of managing ttinete- also derive from their world 
views. ‘Healing in many places is not just technical but is also related to 
cultural demands. a Where both indigenous and modern scientific healing 
* options are svailabie, the variation of illness behavior sea out the cul- 
tural influence in sharp relief. Ford finds that Indians' cultural needs 


are not fulfilled by modern says that Chinese rural folk 


believe in a supernatural cause for cholera. ? They combat an epidemic 
with prayers and "fairy water"' instead of with immunization. “Topley 


shows that folk healing of measles and "haak tsan'' among Hong Kong 


' Chinese cah be viewed ‘as ‘rites of passage. ae Healing is not practiced 

solely for medical care but also to fulfil certain ritualistic needs. 
Where a native culture is exposed to modern scientific medicine, 

‘people combine the two. types of medicine. Generally, ina given com- 
munity, people’ habits and beliefs are not important: some 

beliefs are central and vital, while other s are peripheral. a 

7 culture, when modern medicine is introduced the peripheral beliefs are_ | 
“often replaced. In places where bicultural medicine exists, many 
re searchers have noted that people choo se indigenous over modern medi- 
cine ina pragmatic manner. 72 


A change or retention of world view is closely related to the exist- 
ing social structural conditions: 
ae When a social structure provides familiar medicine, pepe 
continue to have recourse to traditional icdia tian, Ibadans are an example 
of pinata who have had secondary education but per sist in their old prac- 
2) The ‘extent whdnte baliate is related.to the size of the ethnic com- 
munity, such as a Mexican-American The community provides 
x the cultural, context. Nail further delineatec-the-variables-that bind the 
| community’ strong kinship bonds, interaction within the ethnic group, use 
_ of native language outside the home, and subjective expression of social 


integration or alienation. 
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World 1 view is a construct that we use to account for variation in ill- ; 
—ness- behavior. is a cultural intervening variable. It is preceded by 
socialization processes, and, “later on, encompasses. value orientation 


and sanction of illness expression. see 


SICK ROLE THEORY. The state of health or illness is ‘not only an 7 


organic ‘condition. Somatic illness has a sociologicha cohsequence, 
inability to perform tasks. Illness leads to a person's assumption ofa 
sick role.. The sick person occupies a special social position, which ee 


ystem. = The sick role exempts 


him from normal responsibilities Te) that he is not expected to take care” ea 
of himself. He is expected to want to get well, to since and to cooperate " Ce 
with ‘medical help. This Par sonian sick, role modeh . s-the basis for much 
research analysis. It is, however, an idealistic. model, Jefined from the 


| a _standpoint of professionals. 7 The sick do not necessarily seek wah or 


cooperate. 
There are many variation in sick rolébehavior due to. 1) social | 
ste 2) ) inter pretation of the sick role, and the social pro- 
cesses of defining | the sick role. 
Studies on behavioral variations due to social stratification a bogerict- 
Koos finds indifference to symptoms is expressed more frequently as 
people. the socioeconomic scale. finds an inverse  relg- 
tion between socioeconomic statue and the seeking of medical help. " 
Individuals with higher socioeconomic status may seek medical help when 
they do not consider themselves as ill. Lower-class people''seek help 
only when they are incapacitated. Suchman proposes that ‘social status 
and social structure are intervening variables for medical orientation, 
response, and medical care,.9° Co smopolitan groups tend to use sCientific 


care, and parochial groups have a more popular health orientation. Cross- 


cultural studies also show differential utilization of medical care due to 


s variance in socioeconomic status, education, occupation,. and mobility 81-83 
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‘Sick role behavior} varies according to the perception and interpre- | 


tation. of sick role. Kasil Cobb distinguish health behavior, ilinées 


behavior, and sick role behavior. Perceived threat and the attractiveness 


of the role are two variables that account for oz particular kind of sick —: 


“role behavior. 8 | 


The social processes of sick role formulation may account for varia- 


“tion in sick role behavior. The processes of judgment by the sick and by. 


their immediate social network about the risks involved account for the 


| assumption of the sick role Rotate help- seeking behavior. Risks include 


those of nontr eatment and continuing to be sick: ‘the risks at not seeing Ye 

= : doctor. = Twaddle sind that the legitimation and assumption of sick roles 
% 

_ depend on th processes. of definition. Status definers may reflect differ- 


ent wale ot orms. The nature or ‘scope of their interest in the sick is 


86 


whe’ to the process ‘of sick role definition. When there are ambigui- 


ties arouad relevant signs, there is a bargaining process over the a 


| role, 


a f ‘There are t¥o dimensions in sick role theory: responsibility and 


it{mation. The sick differ from the nonsick in their incapacity to per- 


forin regular tasks. If others legitimate their sick role, they are absolved 


of their résponsibilities for social ‘The legitimation pro= 
= cess involves judging:whether the sick person is responsible for produc- 
Mee = ing the sick status. In peeliterate societies the sick are responsible for 
os. their sickness due to breach of taboo; bad conduct, etc. In the scientific © 
framework, the cause of sickness is not traced to. the individual's conduct. 
| _, the stress model, for example, postulates a multiple causation for ill- 
reg ness. When the status definers within ongs social network or the medical 
experts legitimate the sick role, the sick person Can assume a sick role 
and be relieved of his‘regular re sponsibilities. How the sick role is de- . 
fined has real. consequences for illness behavior. Covina with illness is 


| highly dependent on legitimation and responsibility. 
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_ ILLNESS-COPING BEHAVIOR. The deviance model shows the con- 
sequence of the ‘sick role. When coping with illne ss, people have to con- 


= cope with the deviant status that can result from their sick role, 


‘THE DEVIANCE MODEL: BIOLOGICAL “AND SOCIAL DEVIANCE. 

os | Illness is a deviation from the norm, biologically and socially. Biological 
deviation is experiential and empirical. This. deviation Mayor may not be ES 
construed as important, sserious, or even as an itiness In various cul-- 
tures, | disease may or may not be manifested in illness behavior. -The 
definition of illness behavior, or social deviance, is interpreted with its _ 
conferred meaning of illness. It carries all the consequences of the social 

-conferral. The sick person can consider illness as deviant, i.e., some- 
thing undesirable. Others can impute deviance to his illness. Deviance, 
epistomologically- speaking, is not SO much a state as an evaluation of the 
—— of a state. 


The > nature of deviance: Deviance has been studied in regard to awe 


breaking behavior such as that of delinquents, alcoholics, addicts, and | 


criminals. The commondenominator of deviance is the breaking of a _ 


social rule or norm.8” Rules are references for deviance. Deviant be- 
havior is that which is different from the rest. Lemert calls this primary 
deviance. 88 Deviant ae is that which not ade violates rules, but’ 
those rules, norms, ‘and codes of conduct which group members are ex-. 
pected to obey. 89 A deviant act is one ''that might not have been, or 
might have been otherwise. 90 Clearly, there is an alternative which has | 
not been taken. This leads to the moral aspect of deviance: responsibility 
and respectability. The deviant person is responsible for what he know- 
ingly does, i.e., for canst bad conduct. he Douglas also brings out the 
situational context of deviance. People who judge behavior may or may 
not always agree upon deviance. One becomes divine. therefore, when 
one's behavior is considered socially deviant; Lemert calls this | 
secondary deviance. This conferred deviant role in time will alter the 


actor's behavior and self-concept. The snowballing effect, when the role 


» 


conferred self-acknowledged, leads to stigmatization. The individ-_ | 
ual ‘tose® some of-his personal rights for being different. 


The consequence of deviance: -Fabrega and Manning, using the emsans 


3 labeling theory, career concept, and deviance, have developed a typology . 
of illness. 92 Tiness « or disease rests upon the perception, 

- and labeling of the detien: phenomena. Categories of normal and sick be - - 
manifestations and data to establish four types of 
-disease and ss, careers: 


1) Type I, self-limiting disease with discrete onset and termination, 


2) Type I, which has potentially long - range medical consequence’, 
Be) 3) Type III, disease analogous to type II medically, but the =e ee 


individual is discredited and experiences consequent mortifice- - 
tion, like leprosy and tuberculo sis; 


4) Type IV, psychiatric disease, whith. may be short or eee, rn he 
and may ‘be associated with various and 


In contemporary society,. Where. people are not seen as directly re- ce 
for the production of illness, the exemption from responsibility 
depends on deviance imputation. The parameters of social deviance are’ 
duration, severity, curability, conferred 
by self or others. 93 When an illness is temporary and- curable, like type 
I, the exemption from responsibility is easily accessible. When an illness s 
is serious, but long lasting and perhaps incurable, like type II, the. sick 

person consistently cannot meet normal tasks and-role perfor mae: his 
disability may lead to strained everyday interaction. He is treated as if | 
“ae he is responsible for the’ illness and may be denied the "ordinary oe eae 2 
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privileges'' of life. eee and handicapped people suffer the conse- oe 
quences of such deviance. When an illness is long-term and unpleasant 
to others, like type III, social pressures further condemn the sick person 
pico | to a deviant role. Ifan illness is particularly undesirable to the sick . 


person, he suffer s self-degradation and a self-confirmed deviance. When 


others do om see the physical manifestation of illness, as in type IV, the” 
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sick person is not exempted from his role performance. ‘The undesirable 


illness behavior and violation of social rules in mental illness is promptly 
labeled deviant. 


Coping with deviance: The sick have to ‘continuously manage bio- 


logical and social deviance. When an illness is. prolonged, -the sick have 

to hide any abnormality that confirms their social deviance. To Te with 

deviance, the sick must balance their total ie - -energy resources. The 

“example of long- -term illness illustrates the point. individuals with 2a 
Me ea emphysema. must take stock of their basic mobility, resource and manage 


a livable life.“” . The visibly. handicapped, such as polio victims, must 
cope with this biological Geviance; they also have to disavow their social 
deviance. 96, The sick, ‘per son whose illness is perceived as undesirable to 


"self ‘and others, ‘such: 48 those with ulcerative colitis, must manage to 


further deviance conferral by hiding their odor. 
LP SEEKING BEHAVIOR. People note a. deviation from: 


their ‘usual bodily feeling, experience discomfort, and then attempt to. por 
rid of symptoms. what juncture people seek professional con- 
sultation for illness? Mechanic lists many variables in help-seeking | 
behavior. For the individual and his status definers, the indicator's for 
.. | consultation are frequency, persistence, symptom visibility, perceived | 
neinnad: disruptive influences, and tolerance for discomfort. Other 
influencing factors are available information, cultural assuinptions, 
understandings of the evaluators, competing needs and illness potnees: 
possible competing symptom explanations, available treatment resources, 
physical proximity to Sebourcea, and psychological and economical co st. of 
taking 
 _Help-seeking behavior has been onder close scrutiny. people 
are judged to be slow to seek’ medical help, while others-seek a doctor's 
help for trivialities. The help- seeking process has been conceptualized | 


-in various sociological and sociopsychological frameworks. The models 


peloctad for Giscnssion are Par son's functional model. field 


‘ 
: 
22 
~ 
d 
j 
‘ 
ay 
2 


| 
model, : Freidson's structural model, and Strauss' negotiation OSes, 
| THE FUNCTIONAL MODEL. Parsons! framework provides 


classic “An individual's health is importantMfor his “effective per-— 


formance of social roles in society. The practitioner - patient relationship 
is considered. within the framework of their respective’ seuiat voles and 
their functions in — They interact in the consultation situation acm | 

) cording to existent ‘patterns that are derived from a particular culture. 
‘These patterns are learned and transmitted through social roles. The 


health knowledge and assumptions of the practitioner s and patients differ 


* due to the differ? ces in their subcultures, social statuses, and racial or - 


ee - | ethnic member ship: s. When the patient seeks help to. cope with his devia- 
| woe tion, he assumes a sick role. The doctor legitimizes the sick role. He 
isa pretensions; authority by virtue of his expertise. ‘The patient is ex- 
"pected to cooperate and remain in a dependent status. The role of the | } 
physician, after he has defined the sick role, is to adept and direct. the = 
dependent individual to resume independence in order ‘to ‘function asa 
‘member of society. The physician is seen as-an agent of social contres. 
THE FIELD MODEL. Bloom conceptualizes the doctor-patient 
relationship from a field interactional per spective. aud The relationship is © 
‘more than dyadic, where technical skill is sought —" rapport is the out- 
come. The patient's attitudes, the physician's approach, and their inter- 
action with each other. all must be taken into ‘consideration. The inter- 
_ actants' predispositions should be scrutinized. _ The physician's field 
includes standards of professional behavior that have been internalized, 
and the specific stimulus set ah that the patient provides, which in turn 
is perceived by the physician as a medical problem. The patient s field 
< includes his subjective attributes and his member ship in his selective 
social network, particularly. his family. The ingferaction takes place in tha: 


broader social matrix and is thevaby influenced by the various fields. 


. Bloom acknowledges the active participation of the patient and his family 


in help-seeking behavior. Parsons, on the other hand, sees the patient _ 


only.in a dependent status in the relationship. 
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THE STRUCTURAL MODEL.” Freids6n' focuses on what 


Bloom refers to as the broader social. wiatr ix. 101 The former's analysis 


is based on his field study of a prepaid medical , program. His Sh lice ‘ 


— 
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The organization of the potential patient's community life is likely 
to mold his responSe to thé doctor, as is the way the organization 
of practice meshes with the organization of the community life 102° 


the use of asa variable for illness and 


. The doctor - ~pationt relationship is characterized frequently by a ‘clash of 


: 


"perspectives. “The patient's*main concern, is “that the doctor manifest 


\ | per sonal concern in the patient, and that he possess professional com pe- 
_ tence. The physician, besides acting as a consultant, acts as a member 
of his professional community. He is an expert and an His”, 
_ support lies outside his cliéntele. His professional r referent is the ‘ter eat 
tradition," while his prospective clientele referent is the "little tradition" 
ie of the local community neighborhood. 103 The patient's. support comes 
_ from the lay referral system. He defines“his illness and derives his 
opinions about Asctove from the lay referral system. A clash of perspec- " 


tives takes place because of'the different organizational structures mas - 


‘S. Par sons defines the patient's role in relation to his function in ¢ 
society’. He does not allow for patients who do not remain dependent on 
a expert and, get well. Bloom provides interacting fields for the doctor 
and hdd He does not identify specific variables under which patients” 
cmay. vary help-seeking behavior. _Freidson uses the different organiza- 
tional structures that the doctor cos patient belong to to explain the con-. | ny | 
sequential clash of per. spectives. ‘under what cang#ions help- 
seeking behavior vary? Is there a. time when there: is no clash? ‘In order ° 
to better explain variability in behavior.” the patient- -doctor interaction 


can be analyzed from its negotiative aspect a 


THE NEGOTIATION MODEL. If we use a formal theory postulated 


by Strauss, the doctor - - patient relationship can” be seen as a negotiative 


tig," 
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process. 104 Negotiation can yary depending on the core propertie pit the 
negotiative context. Among the dimensions that Strauss identified, these 
core properties are relevant to the doctor- -patient relationship: 


oe p) number of negotiators and their relative experience in | 
- negotiation; . ~ 


3) whether négotiation is one-shot br serial; 
A) optionse of avoiding or negotiation. 
3 In addition, the communicative modes dnd the nature of the illness are” 
= The negotiator s, the doéter and rapy seems the professional 
| and’ lay system. The professional system may include d bevy. of special- * 


ists, colleagues of the doctor, when: the situation calls for them. ‘The de 


system may include an extended family, relatives, and ; a , folk iene. 


Sy 
Sig patient's experience with doctors affects how the negotiation will pro- 
ne grege. For instance, an experienced patient can demand his requests be 
considered. A patient who is a health professional can easily obtainhis aes 
= requests. An inexperienced patient does not have much bargaining 


The nature of the patient's stakes the nego- 


tiation and gonsonudnt satisfaction. The patient's stakes are: 


1) getting well; 


2) concern for primary symptom s-- pain, discomfort, and social 
incapacities;105 


3) making a a, of physical complain iss wader life 
stressés; | | 


4) wanting the doctor to show personal interest and be competent;107 


% 


' The doctor's stakes are: 


1) diagnosing with certainty and treating successfully; ” 108 
2) not clashing with colleagues' professional judgments;!99 


3) concern for client satisfaction (for private who se 
livelihood depends on their clientele); 110 
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at 4) relating well to peers and superiors (for bureaucratic practi- — 
tioners whose interest is in-their reputation and power in the-. 


The negotiation outcome is dependent. ‘upon their common stakes and 
how tenable their differential stakes are. Their common stake, as seen 
in the above examination, is overt: to get the patient well. Many of their 
. differential stakes are covert. How-each accepts the hidden stakes will : 
influence the negotiative outcome. The differential stakes ‘cannot-be a 
; overtly bargained for. Patients leave doctors when their covert stakes. 
are not satisfied. Doctors do not tend to patients' requests closely when. | — 
the physicians' covert stakes are not satisfied. When doctors do not Ste bg 
satisfy patients, they indirectly contribute to the patients’ desertione | 
| “When patients have alternative options, they may break off negotia- 
tion sooner if they see that the, doctor does not bring about their common 
. interest: cure. The more options patients have, the less likely they. are 
: | to remain in negotiation sequentially. Balint shows how patients go to 
different doctors with the same stakes. 112 - a bicultural health care 
sygtem, the options are ‘multiplied. 
Se ee : The nature of the illness: dictates the type of negotiation. In short- 
| : : term, curable illness, a one- shot negotiation may be sufficient, In long- | 
term illness, sequential negotiations may be necessary. The nature of 
the illness also dictates the type of relationship that prevails during nego- o 
an tiation. If the symptom calls for urgent treatment, as in an emergency, 
the doctor makes the detisions and calls all the shots. The patient has to 


acquiesce. 


THE CLASH OF PERSP 


ae 


The practice- generated problem in the section 
of this chapter is that of multiple consultation, Tt can be conceptualized 
as a Clash of perspectives between patients and health practitioners. The 


' review of literature in the preceding section shows that there is an inner 


and outer aspect in defining and managing illness. When it comes to 
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) medical consultation, a cluster.of variables may account for the clash of _ 
perspectives: My research problem is to discover the layman's perspec- --. 


os } tive and experiences in illness definition and management. My focus is 
3; on the patient; Patient behavior, wanes must be examined in the con- | - 


_text whence it derives. 


‘THE INNER OUTER ASPECT. There are two 


in the illness phenorhencn. The individual experiences biological 4 
phenomenon within himself: the ‘symptom: ~The illustrates. 
the initial pro cess of illness definition. Perception invo lves cognitive pro- _ | 
cesses as well as reaction to stimuli. The stimulus in illness is stress 
on the body. ‘The body reaction,.to stress leads to a biological deviation. 
The causes ‘and’ effects | of illness influence the individual from his ‘oe 
outer aspect. The autecedent of illness, which comes from without, is 
social stress. The stress theory postulates 5 multicausal illness produc- 
tion. ‘Not everyone sees illness as having multiple causes: _ 
} There is an inner and outer influence on the definition of illness. : 
Illness may~be defined: by the sick per son himself. When illness is 
fined without assistance - the sick -person-assumes a sick role as soon as 
- - definition occurs. Other people, laymen and professionals, legitimate 
the sick role and allow him to abstain from reguiar fasks. This evaluation 
of deviance can be done by oneself or hy other Ss. ‘People judge and pass 
social sanction on the individual's sick role. The sick person behaves 
according to these social expectations and sanctions. Prolonged violation 
of the ground rules of everyday life will incur an evalnation of social © 
deviance. The reservoir of illness definition and norms sanctioning sick 


roles is made up of people's world views. The variation in world views 


may lead to differential definition and management of illness. 


THE CLASH OF PERSPECTIVES. ‘When a sick person seeks help 


from healers and health practitioners, he may come into conflict with 
them. Parsons' functional model gives the professional's perspectives. 


A patient is under the doctor's control, depends upon his guidance and 
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and sick- role legitimation, and is expected to metre his orders. 113 


Balint ‘gives numerous examples i in which a Patient a doctor! s~ 
and looks for one that will fulfill his needs. 114 Bioom wud. 
Freidson explain the clash of perspectives in terms of inner and outer 
aspects: Bisom sees the predispositions that patients and doctor's bring 
| to the interaction as sources of conflict. 115 Freidson finds the inter- 
- actants' member ship i in and association with different organwetions to ie 
gmpunds for a clash of per spectives. 116 Finally, interactants who come 
from disparate social and have opposite | life styles may come into 
’ By using Strauss' “negotiation model, we can examine the clash of 
situationally and £48 The stakes that 
physicians and patients bring to their .encounter to negotiate can be overtly 
| alike and covertly different. Physicians deal with biological deviance eee 
from an abstract frame of reference. Patients must. cope with social 
* deviance. They get no help in managing social deviance from the experts. ug 
The assumptions that interactants bring: to negotiate also vary. 
; vations and practitioner s may believe in different causes of illness. This ° 
is strikingly evident in bicultural medical systems. Competing causal 
* theories may contribute to a cla ab of per spectives. 
A gapin comimunication contributes to the clash. The language each 
| interactant uses in negotiation may contr ibute to dis satisfaction for both. 
‘When practitioners use technical jargon and insist on medical ‘expediency, 4 
patients may break off negotiation.!19, 120 When the communication mode 
is familiar to the patients, and their interests and stakes are preserved, 
they: Continue to return to. the doctor.}41 3 
J doctor's greater experience in bargaining usually turns out to be 


the patient's problem. An ineffective treatment offered by an expert 


authority can win against the patient's “inescapable suffering and hope for 


a cure. The situation renders negotiation untenable. Patients will break 


off to end the clash of perspectives. They evaluate the illness situation — 
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pragmatically. Patients who continue to have symptoms must seek other 
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options to solve their problems. They thus begin the process of multiple 


\ 


» 


This research study de scribes Chinese- American laymen's 
definition and management from their. per spective. The substantive _ 
| ‘spectives discussed so far will be useful for seeing how the ‘patients’ 
stories illustrate the various dimensions in the clash of perspectives. 
Patients may articulate some dimensions clearly, while trey carry other 


4 ¢ 
dimensions ‘as implicit assumptions. 


THE SIGNIFICANCK.OF THIS STUDY 


Our examination af the conflict between practitioner s, and patients 
makes. clear the importance of documenting patients! perspective 
“systematically. “Tn order to contribute to nur sing knowledge that will guide | 
practice, it is imiportant that we have such documentation. Berkanovic 


concurs that we need theories that can lend insight to the patient's per- 


spective. 


Sick role does not validly account for ihe cognitive precesses 
through which persons who define appropriate behavior for the | 
ill cothe to fashion their expectations. 122 : 
Using a phenomenological approach to research the patients' es. 


spective will answer the need for transcultural information as well. There 


_are many cro ss-cultural studies documenting cultural variations in illness 


4 "behavior and in concepts of illness causation. There aré few studies with 


“implications for health care 123 Inthe Chinese-American domain, 


the handful of available literature does not satisfy the rows demand for ; 


culture-linked knowledge. 124 


A qualitative generalization of illness behavior from this study will 


validate other research findings. This study will also lend a cross- 


cultural validation. The grounded data presented in this study are the. 


basis for an accompanying theoretical analysis which is drawn from the 
framework of symbolic interactionism, the sociology of everyday life, 


and pragmatism. 
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| 3 “Perhaps the most important contribution of this’ study is that it 
— adds to nur sing knowledge, which is the foundatfon for nut sing practice. | 
‘ This study may help to provide quality health care , for the patients who 
| were the sources of this knowledge, “thus completing a ‘full ad on: 


- 


cooperation. 
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High population density is perpetuated by the influx of immigrants. 
Their language barrier displaces them from their previous skilled 
occupation to economic insecurity and frozen mobility. The mercan- 
tile system in the ghetto, which produces the gap between the haves 
and have-nots, cannot support extensive employment. The only 
industry in the ghetto is the garment factories with sweatshop condi- 

tions. Economic dependents: need extra services like day care, 
bilingual’ education; and recreational facilities.. Youths, ill prepared | 
for American employment and promoted out of high school by age 

“ eighteen, add to the job competition and social liability. A number of 

crimes (robbery, burglary, vandalism, and murder), “previously un- 
known in Chinatown, emerge as signs of growing disorganization. 
.. The services presently offered are insufficient for mounting socio- 
economic and health needs. 


7. There is a paucity of Chinese-American health literature. Medline 
searches in 1971 at the request of Dr. V. Olesen and in 1974 by my 
veqyest show scant citations. According to the Ford Foundation setae 
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October 15, 1971, Asian scholars ‘show a preferance for historical 
research, w ith few candidates in social and political sciencies. There - 
are some community studies that address the problem of social dis- 
organization in the ghetto. There is scant information about Chinese- 
; American illness behavior, except for data on the low utilization of 
‘ governmental facilities and the practice of seeking episodic health 
ae care. Some reasons for the lack of Chinese-American health 
research may be (1) the lack of Ghinese-American-researchers, (2) 
Chinese-American health professionals giving priority to clinical 
practice over research, (3) the difficulty of researching*subjects 
from different ethnic groups and cultural backgrounds,’ (4) the diffi- 


. culty of gaining entree into the closed system of the ghetto, and (5) 
, the diversity of dialects spoken by residents of Chinatown, er 
—_creates.a further language barrier. — 
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| in and Chinese are Chinese residing in Chine: The 

three grqgups have very different political, arid cul- 
tural 
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with a ''proposition'' of symptoms. The patient needs to fi 

_ partner with whom he can share and transfer some of his —- ts 


| ’ Mechanic, D. 1974. “Politics, Medicine and Social Science. New 
York: John Wiley & Sons. . 


Balint, M. 1957. . The His ‘Patient and the‘tuness. New. 


| 
-Freidson, E. 1961. Patients! of Me Medical Practice, New York: 


- 


108. Davis, 1960. "Uncertainty in Medical and 
Functional. ' The. American Journal of Sociology, 66: 41-47.. 


109. 1 Balint, M. 1957. ‘The Doctor, His Patient the Illness. New 
International Univer sity Press. 


110. Freidson, E. 1963. "The Organization of Medical Practice.'' In 


so — The Handbook of Medical Sociolo Edited by H. Freeman et al. 
Englewood Cliffs: Prentice- Hall, 319. 
111. Field, M. G. 1957. and Pati€nt in Soviet Russia. Cambridge, 


Mumford, E. 1970. eames From Students to Physicians. Cam- 
bridge: Harvard Univer sity Press. | 


Bloom, S. W. and Wilson, RON. 1972. ''Patient- Practitioner _ eae aa 
- Relationships.'' In Handbook of Medical’Sociology. Edited by H. eee 
Freeman etal. Englewood Cliffs: si ‘PP. 315- 


Balint, ~The Doctor, His Patient pars the lines. New 
York: International Press. 


oes 


113. Parsons, 7, 4951. The Social System. “Glencoe: Free Press. 


114. Balint, M. 1957. The Doctor, His Patient and the Ines. New 
York: International Press. 


= 


115. Bloom, S. 1965. The Doctor and His Patient. New York: Russell 
Sage Foundation. | | 


~.116. Freidson, E. 1961. Patients' View of Medical Practice. New York: 
- Russell Sage Foundation. | 


UMI 


« 
‘ 
ey 


A, (ed). 1970. ''Medical Ghetto." In Where. 
: ‘New York: John Wiley & Sons, pp. T89- 193. 


118." Strauss, A. and “Social Order. 


To published. 


119. Kor sch, B. M. “a Negrete, V. F. 1972. "Doctor - Patient Com- 
munication." ‘Scientific. American, 227: 66-74. os ‘ 


120. Balint calls the seriousness doctors take their perspectives and 
want patients to *clo their rationale as the exercising 


121. Jaspan, M. A. 1969. Traditional Medical in. South East 
Asia. University of Hull.— 
‘122, E. 1972. "Lay Conception of the Sick Role. 
Foxses, 51: 5 3- $3. 


Adair, I. 1970. The People's Health. New York: Appleton: | 
Century- Crofts. 


Clark, “M. «1958. Health in the Mexican-American Culture. 
Berkeley: Univer sity of California Press. 


Foster, 1967. Tzintzuntzan. Boston: Little, Brown 


4 


“124. ‘Cited in footnote, 7, One, 


e y 
{ 
8 
% 
~ 


UMI 


DISCOVERING THE LAYMAN'S WORLD: 
“ISSUES, PROBLEMS, AND STRATEGIES OF DATA 
CTION IN CHINATOWN . 


® 


Tn this study the researcher er her population share the same race 
and culture. it is not a cross-cultural study. is 
, lack of specific methodological insights. about or strategies for reneateh- 
ing Chinese- Americans, and therefore Iam exploring new. ground. aay 
of my strategies: have been the: result of trial and error. “Having gone . 


through these experiences, I intend to diakis with future investigators my 


insights. about researching among. Chine se- -Americans who do not have a 


research "mindset."' The discussion of résearch will in’ 


this order: 1) issues in the study ofman, 2) the method of choice, 3) 
the research process, 4) considerations in’ data collection among 
-Chinese-Americans. 
ISSUES IN THE STUDY OF MAN: INNER 
ASPECT, OUTER ASPECT 
‘The aca method is a method of seseershing that which is 


observable, communicable, and replicable. Scientific findings somat be 
| 


objective and generalizable. That which does not meet these criteria is 


not researchable. The basic requirement is objectivity. Differ ent 


observers observing the same datum must arrive at the same conclusion... 


The scientific method aims at being mechanistically accurate by eliminat- 


ing anything human. 


It is necessary that a. method should be found by which our beliefs 
be determined by nothing human, but by some external perma- 
-« nency-~-something upon which our thinking has no effect. 


*The assumption here is that truth is a fact independent of human opinion. 


It is reached the scientist's beliefs, bias, perceptions, 


values, and emotions. 
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‘it applies ‘physical methods to the. study of aoiehyeical objects. 2 Social 
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Hasasets initial opposition to positivistic scientific ‘study 1 is. that 


scientists began to question the usefulness of studying man ina laboratory a 


“nistic way borrowed from physical science study r man is to. presuppose 


jects' behavior, as each subject formulates them. 
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-. environment and of measuring man's external behavior only. Man's sub- 


stance, unlike physical or chemical objects, cannot be isolated and | —— 


analyzed ee The nature of man ae that we have a 
different approach. Man! s external behavior is-part and parcel of his. 
internal axpeEeNee namely; his cognition, affect, and consciousness. 


We need tordocument, the internal aapect as well. To use babar dina mecha- 


a continuity of physical science and the ‘science of man. a It neglects the 


important aspect of what 1 man's behavior means to himself. Neither does -_ 
. 


it help the to under stand the reasons and motives of his sub-— 


“When we examine the basic premise of any scientific research on 
man,. we see that siete: the method is mechanistic or naturalistic, a 
research act is basically social. It is social because of the social nature : 


of man and our way of cea The foundation of our knowledge is © 


6 
socially constructed. From the symbolic interactionist premises dis- 
: cussed in Chapter One, it follows that we design research on man with 


| aymbolic categories based on our existing knowledge. We observe and 


code human behavior according to existing knowledge and our personal 
stock of experience. In that our thinking process is symbolic, the social 


nature of knowing pervades the total re search process. Whether research: 


.on man is performed through direct contact or not} there is no escape 


from the social nature of research. In research where the observer and 


the observed do not come into direct contact (e. B+, observation through a 


one- way mirror), the observer who assigns observed behavior to a pre- 
set category must still make an independent decision. What category she 
or he picks is based on LENT Er Stating The inter pretation is derived not . 


existing knowledge te unique per sonal experiences. When thé researcher 


; 
: a from — research definitions but also from the observer's 


and the observed come into ‘direct contact, even briefly, as when eXes% 

changing a questionnaire, the njanner of approach makes a ‘differ ence in. 


the respondent's answers.’ The effect isa classic of: 


the social consequence of re search among human beings. 8 . 


Some researcher shave questioned this kind of looghole t in n objectivity. 
ee er The scientific method assumes man's social nature and takes objectivity 
for granted. Since a researcher! s subjectivity cannot be dis-_ 


pensed with, and the subjectivity of the observed must be taken into con~ “ 


sideration, a method is needed that takes into consideration both the inner , 


life of man and the manife station of outer behavior. .A perelinie, ee 


approach begins with the premise that objectivity is ‘basically inter preted 


| =<. and therefore ee. A researcher enters the study with a clear 
— 7 _knowled dge that he or she is indeed hiased.The researcher will state to ©. 


him self and others what his. preexisting knowledge and sociocultural and 
superiontial presuppositions may be. Re search findings can then be 


evaluated in light of these contingencies. Anthropologists have long used : 
fieldwork : asa natural way to study man. American sociologists have : ‘ 
caught on and used ethiogtaphic methods to gather data from different a 
cultural groups, including. immigrants and delinquents.” The objectives. 
for fieldwork (or, as it is more specifically called, participant observation 


or qualitative re search) are that 


| ' the observer must view a culture just as the people he is study- 
ee ing view it, including reflecting on the social process in which he 
») is inwardly engaged. This means he sees goals and interests of 
people in the same way the people see them, not as functions or 
experimental causes as would traditional empiricists; it means. oe 
that he sees people in the concrete reality in which they present _ 
themselves in daily experiences, not as abstractions as would 
traditional empiricists; it means that he senses that these people 
act freely within the scope of what they see as the possible, not as 


- determined agents of social forces as the traditional empiricist 


Douglas points out a heretofore neglected area of research on man: 


his everyday experience. 
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Science as we have it to be abstractionist and 
comparative, to seek the general in the particular. Yet man's 
everyday existence is concrete and particular. It. is this con- 

crete and particular, this immediate existence, ‘full of uncer-- 
tainty and contingencies, which concerns: us most about man.!1 


~The celebration of the study of everyday experience averts the 
: possibility of spinning off bright hypotheses and theories.end- - 
lessly without ever getting at the crucial matter.of the meanings © 
of the acts to the actors. l2 von 


_. © "THE METHOD OF CHOIGE: 
CHINESE- AMERICANS DEFINE THEIR SITUATIONS 


THEORETICAL CONSIDERATIONS. ‘A research method must be or 


| el determined by the research problem. ‘This Study As a documentation of 

a the various conditions and illness experiences that are observable by and 

= known to.the subjects. This particular type of de scriptive“data, dealing 


with the phenomenon and a of Chinese- American illness behavior . 


; 


from the actor's per spettive, is singularly missing in medical or be- 
havioral scientific literature. 13. Due to the paucity of health and illness 
about Chinese- Americans, nur sing cannot begin to design 
research for formulating practice theories. “Any~ research on Chine se- 
eee _ Americans must begin with a basic and systematic apesentinn: Because 
the research population is a minority in this culture; we must also con- 


sider the theoretical bias that we may inipo se on.the subjects. 


-THEORETICAL IMPOSITION. ‘We Asian-Amepicans are beginning 
to see how the use of a Western to explain our 
people's .pehavior can be Pacially biased. We have come to realize that we 
do not speak well-punctuated, correct English. Beyond the fact that our 
native language pattern influences our ‘English- diction, we gain experience | 
of the land with a different culture, a new sensibility: We have developed 
what Chin refers to as 


a new language out of old words. ..new-words out of old syntax, 
twisted new to communicate the specific nuances and wonders 
and the stuff of life as it was ordered and made reat in the new 

| 
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_ Our way of expression, measured by the Anglo standard, is-poor 
English. To insist on the universality of the belief that correct 
English is.the only. language of American truth has made language. « © 
an instrument of cultural imperialism. The minority experience . 
does not yield itself to adequate or complete expression of the | 
_.whiteman's language and way of speech.’* | 


“Similarly, it is an to. use the Anglo theoretical to 


American academia; have used the only conceptual framework: available 


to them. They have performed research’and validated theories that are 


products of the Ate American culture. 15 They have used Anglo- <7. 


American. conceptual frameworks to objectify the data they have-collected 
aS on Asian-Americans. Affected by thre sociological theory of assimilation : 

¥ (Anglo conformity, the melting pot, or cultural pluralism), Chinese- : ve 
American scholars documenting Chine se- -American-experi- | 
ences have hastened to point out the illustrious Chinese-Americans who _ 
have made the grade in this culture. 16 They are assimilated!” Further - 
< more, the use of Anglo instruments (e.g., the Wester personality inven- 
tory and tests in studies like Tan’? and Abbott to 
test Chinese cognitive constructs and sensibilities is to assume that thie 
Anglo- -American culture is contiguous with the Chine se- -American culture. 
Only in recent year s, with the riag tide of consciousness among minority 
groups, do we see oral and teal reconstructions of the 
bitter past becoming a valid approach to document the common 


experience of the majority of Asians in America: 20 


LINGUISTIC AND CULTURAL IMPOSITION. It is imperative for 
under standing the subjects in our study, namely, laymen. and health care 
consumers, that the investigator begin thinking with and later communi- 
‘cate. in the layman's cognitive construct, imagery, and vernacular. T 
use the language of the health practitioners means to also think in the 


scientific medical framework. As a nurse researcher, my framework 


‘would be medically and Western oriented. Prior to the study, I was not > 


familiar with folk concepts of health nor with the traditional Chinese 
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medical teamwork, If I had designed a study based on my medical pre- . 


conceptions, I.might well have imposed my theoretical cultural framework 


on the subjects. ‘The imposition could not be avoided: even if the question- 


naire were translated nto. Chinese.” 


Having become convinced of the ‘importance of tire: stay man's. 


inner life, and being fully — of the’ issues of kamorinbariees and cul- 


‘subjects: interviewing them in familiar and: in their own 


language, in a face-to- face encounter. 
PRACTICAL CONSIDERATIONS. A résearch. must be 
to the limits of reality: how feasible it is to carry out 


a study among the target population. An Ss method is dependent 
ae i> ee the accessibility of the population. ‘Will the subjects a 


sae . into their private business for the benefit of the advancement of scleneeT 


The. practical considerations that I had to assess were the se: the _Chinese- : 


American population in San ‘and the existing of social 
relationships within the Chinatown population. 


The Chinese population in San Francisco: There are approximately 


57, 000 Chinese in San.Francisco. 20 Many Chinese have. moved ‘out of the 
thaditional Chinatown bousderios reside in various. parts of the city. 
Over 50% continue to reside in the Chinatown- North Beach area. The rest ° 
concentrate largely in the Richmond district among Anglo middle- class 
; residegits. Residential locations may indicate differential socioeconomic 
‘statuses. Most English-speaking first- and second- generation middle- 
class Chinese ‘live outside of Chinatown. Non-English- speaking, first- 
generation Chinese, particularly recent immigrants, tend to remain in 
the ghetto. Reaching*the Chinese in different parts of the. city would re-— 
ny quire amass survey. It would be beyond my temporal and economic 


~~ resources. To concentrate within a few locations in Chinatown is more 


feasible. 
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tural i sition, I chose:a method that was familiar and natural to.the 
on 


existing patterns of sotial relationship within the Chinese 


sesekeiiaa: There are certain patterns of relationships that exist among 


There are gaps of under standing between 


the Chine’se: in Chinatown. 
different groups that rénder communication difficult: relationships 
~ ' tween the young and the old, between Western health practitioner s and 
3 indigenous practitioner s, and between entrepreneurs and bureaucrats. : 
Ihave personal experience with the subcultural gap Between the 


younger and the older Solsteliaas. 22. Members of the English- speaking: 


generation have told me their strained interactions with the 


older generation, whose English is not-good;- The younger- generation is 
- not familiar with traditional customs and attitudes. There isa strong * bf. 
ang expectation, in the “Conficiat tradition, for the young to be mindful of the 
"old. Young adults have been and We sternized in their profes- 
| sional occupations. . They return to the ghetto to help better the ghetto BREE 
condition. ‘Their reformer attitude and their prestigious status credte 
. further age-linked. communication conflicts. The merchant elite, on the 
other hand, has power ful political and economic base in ‘Chinatown, 
They control employment through continuous exploitation of labor. 
_ Cramped housing costs high prices. The olter generation | has no use tow 
the young whe’ have ideologically selected non- profit- seeking occupations. 
There is little common ground for communication between-these two 


groups. 


senate There is no established or even attempted. social relationship be- 
tween practitioners of Western and Eastern orientation. Chinatown's sick | 


have been served by herbalists in the past. 23 Men with scientific training 


oe have not looked favorably on indigenous practitioners. The younger” 


generation knows little about traditional medicine. We stern-trained 

- Chinese physicians in Chinatown generally are not,,conver sant are tradi-. 
tional Chinese customs or attitudes. Furthermore, physicians ee 
in private offices and in hospitals. There is little communication between 


:: ‘them and practitioners in the social and health agencies. There has not 


been much. interest in getting these separate groups to begin a iis tak 
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Everyone knows: that patients shop around from doctor to doctor. No con-_ 


: certed effort has been ‘made to create a forum or to coordinate medical: 


care e dealing with the problem of multiple consultation. Page ee. 


Asa researcher, to take into consideration any social rela- 


ee : tionship I entered into with my pro spective subjects by examining my own 
| social role and status. ‘In order to communicate. with different, groups, 

a young - looking, ex- public health nur Be, to alter some of patterns 
~ of social relationships discussed above. “What was the probability of these 


groups accepting a.research investigation? How comfortable would I be’ 


seeking new in the name of advancement of 
‘information from c our countrymen.. We found that we ‘intuitively resist 
many ideas for approaching informants. We found we could not easily. 
transcend our existing way of typing our. countrymen. ‘Sea soned’ research-.. 


ers and outsider S found us to be insecure and tinigtoes: “We gradually 
a, ~came to see that relationships and roles that we had assumed. while grow-. 
ing up in our culture. could not be wiped out in a short ‘period of thine 
What was the research mindset. of the population? I composed a a=. ; 
brief questionnaire requesting gynecological information for five Chinese 
physicians. Three anéwexed: Two persistently ignored my repeated re- 
“quests for answers. How could I imagine the layman's re search mind * 
set? How amenable would the population be their personal 
data on illness? There.is a common admonition aniong Chinese to "mind 
= one's own business." If I approached a pro spective interviewee, explained 
| the re search purpose, then asked him to sign a consent form, I would 
_ probably never get an interview. 24 J needed someone who knew the re- 
spondent to persuade him to talk to me, a total stranger. a 
The naturalistic method-- studying the subjects in their own environ- 
ment, using their familiar mode of communication, conducting the inquiry 


ina socially acceptable and familiar style like conversation--was the 


' most logical and practical method of research to choose. To get the ei: 


actor's perspective, I avoided forcing my preconception upon my subjects. 
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_- contact. I elected to remain in Chinatown, where there is, the highest 


‘density of. medical options. Iwas sure to find people who used multiple ane 


the various asa participant observer. 


next for compgrison. ‘The aim was. to get the: maximum qualitative 


. ‘consultation, F did not have a specific notion of what.the phenomenon 


_ started with a social network sample consisting of friends and their 
de acquaintances. I found nine people who represented a wide range of demo- 


_graphic variation; men and women, old and young, first-generation immi- 
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I chose to let my respondents « define 10 Wille own | situations ix the research 


consultation. To learn about the inner aspect of people' s illness experi- 
ences, I used interviews to gather their perspectives. 


To understand the medical system with multiple options, I checked out 


THE RESEARCH PROCESS: 
DATA COLLECTION AND ANALYSIS. 


The process was guided by theoretical and 
constant comparative analysis. ‘Theoretical sampling isa strategy for | 
generating grounded theory. 2 Data collection was guided by theoretical 
ideas about logical locations to sample. Data anetysia was an ongoing 
process rathér than one performed at the end of the investigation. < 
retical leads emerging from analysis indicated the type of data to sample 


varia bility. | —— 


THREE PHASES IN THE RESEARCH PROCESS. : 


1) The focusing pha se: Having noted the phenomenon of multiple oil 


involved, nor did. I.know which area to on for investigation.. 


began a pilot siuniie in October 1971, which extended to March 1972. 


grant, long-time immigrant,’ second generation, third generation, blue- 
collar, professional, lower class, middle class, merchant elite, unem- 
ployed, English speaking, non-English speaking, Chinatown resident, 
ed Chinatown résident, familiar with folk medicine and traditional 
customs, and familiar only with’ Western medicine and Anglo customs. 


The pur pose of the pilot study was to discover preliminary issues and 
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concerns that could be the focus of later research. Some emergent pat- = 
2 ew terns showed that people deal with illness initially through different ex- ° : 
_* planatory processes. Laymen have a number of causes of ieee se that 
: “they believe in; it could be one cause now and another later. There may 
be ‘no clear convictionabout what the cause or oblem may be. They try. 
out one remedy now and ata different. time. Traditional Chinese 
medical like Western scientific are used to explain illness 


- @) The delineating phase: From” me initial findings, I found out wh at = 


bout. The interview cover two 


Twould need to interview patie: 
: “general areas: the traditional notion of health and illness~ he processes 
of defining’ and managing illness. In December 1972, I submitted a aaa ean 
re search proposal to two grant. foundations: and the dissertation committee 26 
of i ‘The interviewing was to remain similar, but the target sample would be 
| — The patients- -respondents were to be currently sick and consult-"* 
ing a practitioner. They would be able to describe in detail-their ongoing | 
experience. More inffportantly, the researcher would not be imposing a 
research eleyance (i. that which the researcher is interested in) on. 
the respondent, who may not be iptexeubed in the topic. =F When a respon- 
dent. is well, he may. not be intere one in what happened to him while he | 


was ill. Hisstory would be avr construction of a past illness with’ ae 


memory gap. - 7 


In order to locate the sick, Lhad to find therm while pe were seek - 


% 
ing consultation. I negotiated oriths them through the practitioner! s office. 


Later on, in the next phase, I. approached them in a private hospital. In 

both cases, the patients paid for their services (except the elderly, for 

whom Medicare assumed the hospital cost). This kind of sampling differed Ba 
from that of studies that. sought out the: indigent as research subjects.°® 
The population was not by the of poverty. 


I began exploration in May 1973 and concluded this phase by August 


197% The research was geared toward examining consultative behavior. 


- 


I observed and intex viewed the patients ofa Chinese doctor who practiced 
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- acupuncture and herbal medicine. Acupuncture is‘sort of a last resort for 


‘ — The outstanding process discovered during this, phase was the trying- 


“out process. interviewed both Chinese patients and non- Chinese patients, 
to compare anid determine ifthere were different patterns. I compared 
their illness biographies, illness duration, reservoir of traditional folk . 


é : concepts, and demographic variances. Most of ase groupot patients had 


linger ing ilinesses, and had gone’ to ‘both Eastern and Western doctors,.. 
never remaining with one. There were thirty- three Chine se-~ American 
r€spondents and over a dozéfr non- Chinése. 
"Analysis of the trying- -out process révealed ‘that try out. 
remedies by them selves as say try out doctors. Before trying out doctors, 


also shop for referents to try out. 


3) The contra sting: interviewing | many patients who 


’ tried out, switched; and continued to try out different doctors and 
indigenous practitioner 2 looked for a sample to. contrast the trying - -out = : 
: process, i.e., patients who stayed with one doctor. # group of people | yy 
| who voluntarily remain with one doctor cah be found in a hospital. Two 
types of patients.are likely to be ina hospital: people with an acute, 
possibly short-term illness, or people with a chronic-debilitating illness 
going through the acute stages. Medigal options are re stricted. ' Ho spital 
pationte are all referred by We stern-trained doctors. Switching doctors is 
not institutionally sanctioned. One can gain a specialist but usually 
doesn't the primary physician at will. 
I interviewed patients who were willing to talk from October 1973 - ¥ 
through January 1974. I did not inter view patients who were going through 
a physical crisis, e. g. : acute heart attack, initial cerebral, vascular. : 
accidents, or immediate postsurgical trauma. The process of engaging 
was more prominent with this population... In. surgical téeatment; risks 


- are articulated and the promise of risk eradication ee ae the engaging 


oa process. I interviewed thirty- one patients | in he hospital. 
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only for constaist comparison, to discover conceptual similarities or. 
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THE ISSUE ¢ OF EXTENSIVENESS. ‘I kept a’ count of the number of 


respondents because. I ‘used ‘number coding to insure re spondent anonytnity. 


It was convenient to have. a simple answer for the question, How ee : 


people have you interviewed? Thus I avoided having to explain to eT ss 


7 ‘One in fieldwork and qualitative research, it is not chaatiweal that counts. 


Qualitative research ‘does "aie intend to show distribution or frequency. 
, When does the researcher wep talking to gain more information? If edch» 


new case brings back informatior with conceptual. properties similar to. 


“preceding cases, there is a data saturation. 29 New cases are* sought 


* 
differences. 


~ 


There are three areas in this research inquiry: (1) the ethnomedical 


views of Chinese- Americans, (2) the processes of illness definition and 


management, and. (3) the social structure of the medical ‘system in China -° 
town. The data for the: fir st two areas was obtained through inter viewing. 
Medical options, | popular health and illness knowledgé, had to be gathered 


from the neighborhood. Medical options (practitioners, different kinds of | 


. remedie s) were surveyed visually. for their mode of public presentation. 


| Newspapers and pamphlets were consulted for. health and illness informa - 


tion. The extent of my search will be described in the following section. 


IN DATA COLLECTION 
| AMONG CHINESE- AMERICANS 


a 


. Americans, including Americans, are not ‘familiar with« 


teen to do research among Chinese- Americans. Coming from the field of . 


health care; where we are accustomed to the "how to'' and ''what for" tra- 


dition, I feel compelled to describe examples to illustrate ‘attitudes and 


- customs among Chinese-Americans that may be unfamiliar to those of 


other cultures. It is my intent.that the descriptions give clues to other 


re searcher s, particularly first-timers doing cross- <cultural research. 


; ‘The discussion includes the entree, the conditions and context of itiasi. 


viewing, and the strategies of under stendine the Chinese medical culture. 
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3 THE RESEARCH ENTREE. Ease of entree is usually assumed in 


research situations , except in ethnographic. studies.” Entree problems 


can ‘make or break research undertakings. Entree involves, first, gaining 3 


permission and then establishing a ‘relationship. The research host must . 
decide whether to allow intrusion and scrutiny inorder to gain something 
desirable and in return. ‘31 In cultural settings where rfsearch 
is esteemed, e.g., in a ‘teaching institution, entree may be easily gained. : 


SUCCESSFUL UNSUCCESSFUL ENTREE. I 


entree toa private hospital with the top management. 32 The n ays staff 
mare helpful and facilitated patient selection. I approached several igtiwe: 
nous “practitioners to ask permission to talk to their patients. Two refused 
before’ a third consented. A We jhospital is a public, legitimate insti- 
tution, whereas an indig practitioner’ office is private and under- | 
‘ground, My.presence ina hospital does ‘not jeopardize ‘its professional 


legitimacy. Indigenous practitioners in private offices see me as an in- 


truder. They ba not be able to count on per “sonal loyalty ‘from a a ‘stranger 


_ who is also a representative of Western medicine; their practice may be 7 


\ 


jeopardized by my inadvertent exposure. Furthérmore, private practi- 


-tioners. guard their clientele tarefully. They are concerned with patient 


satisfaction. They are more inclined to anticipate patients' to 


inquiries when mer themselves do not endorse the inve stigation. 


There are conventional tactics for entering an institution that are 
Fapertes in methodological literature. = I presented myself ina formal 


letter as a nurse researcher sponsored by the Univer sity Medical Center. 


> ie hospital administrator met with me subsequently and approved my 


entree. Getting in touch with indigenous practitioners, whom Western - 


“medical professionals have alienated, was more difficult. I anticipated 


probable rejection. It is important to communicate to a research host 


who is from a different subculture, particularly a deviant subculture, that 


“the investigator is not judgmental about an illegal occupation but is sympa- 


thetic and interested in his practice. His fear of exposure cannot be 


alleviated by the investigator's verbal assurance. His suspicion may be 


on 
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dis dipated only by gradually establishing a trusting relationship. I 


approached three practitioners in three different ways: a patient 
and concealed interviewer, (2) asa researcher interested in learning 
| about Chinese. medicine and Chinese. patients, (3) as a friend. accompany- 
ing different patients successively. Negotiations to allow me to talk to. 
patients were carried out each time. I will the successes 
failures so that the reader, particularly a novice field regearcher, can 
-sense the nuances. i 
‘approached the first herbalist several heal: my ski. 
injuries with acupuncture, to prescribe herbs for my Hot symptoms 
"(dehydration and mouth paaeal: and to cure a ‘lump nee’ the skin which | a 
Western physician had ‘recommended be surgically I 


myself as a believer in Chinese medicine. The praétitio rer and I were 


from the’ samé province in China. We both spoke Shanghai dialect, which 


« 


is a minor ity dialect in Chinatown. I asked permission to talk to his 
patients for research.. He felt that Iwas ,inve stigating something that was 
‘already obvious and said he already knew why people shopped around for 
[oe se / doctors. He thought that the patients enigat not want to Be interrogated. 


| 

| ee He anticipated ‘that the patients might not want to return if they found some- 
| 

| one in the office asking so many questions+ I assured him that the respon- 


would be free to refuse and that I would not insist. He. acquiesced.. 
I was just beginning my research career and was feeling my way into the - 
new role. I wanted to explain my role to the practitioner' s receptionist ° 
(and wife). She was momentarily absent from the office. The majority of | 
clients were. Angio- Americans waiting for their acupuncture. I let the 
| first Chinese couple come and go Without inter viewing them. The practi- 
tioner discovered this and ccmwiie chided, "You said you wanted to talk to 
Chinese patients, and you did not. If you just sit around here, it is incon- 


- venient for me. You had better leave. It is inconvenient!" I did not ex- 


pect such a heated reaction to follow all that friendliness. It seemed that 


he suspected I was there just to witness the acupuncture traffic. Iheard - 
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myself explaining and excusing to no avail. Iwas discouraged. Ihad 
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intended the entrée strategy to be based on‘a gradual buildup in trust, on Y 
aa a sharing of Chinese values and friendliness, and on an expression of | 
A Ss | sympathy and nonjudgment. The researcher's role insecurity and the 


practitioner' Ss fear of expo sure brought about an unsuccessful ending. is 


I approached the second herbalist, who was reputed to be a popular 


old-timer. I presented myself without any prearrangement. Whenhe + 
came out to his pulse- diagnosis room, perhaps he expected to see a a: 
lar patient. : announced my intent and explained my research. He prompt- 
ly declined, but graciously. He said he was too old to practice 
and that’ it would not be appropriate to look ‘for patients’ in his office to . 
3 interview. He warned 2 me that there were educated and uneducated 
Chinese traditional practitioners, and said thould ask permission of two. 
ee ak educated herbalists he named. . Being To) inexperienced; I did not think of | 
‘asking him to give me a brief letter: ‘of recommendation. It would have 
3 helped my entree. (In fact, one herbalist he recommended ejected. ‘he : 
from his office that same morning. a. This venerable herbalist talked about” 
At a El ‘Chinese medicine briefly and thenexcused himself as too old and weak to = 
| sit and chat... My pre sentation as a researcher had failed. There should 
have been a prearrangement. I had gambled about phoning. Ihad not | 
EN me. wanted him to: refuse me on the phone before I a a chance to see him. | 
| «This Gut the wisdom of the observation that when enter- 
ing an unfamiliar culture, a per sonal; social introduction is erucial.2> 
We need an intermediary who knows both the host and researcher. 
successful entree came about after accompanied two 
patients to an acupuncture doctor within two months. Each patient went. 
for two or three successive visits. The practitioner and Igot acquainted 
through the se closely spaced visite. _ The attitude of this host toward ‘< 
research in general was favorable wail sympathetic: NI used to do research 


with my professor. ” He had also cuit i in a university medical school, 


ae - He did not say that my study was significant, neither-did he dismiss it as 


unnecessary. My focal interest was his mundane life: he heard about 
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multiple consultation every day, with almost every case. [I attribute the : 
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." success of this entree to 1) building an acquaintance asa prerequisite : 
| unhampered ne role changes, 3) the research mindset of the host, 4) the 


| practice. Many inadequately trained acupuncturists have jumped on the, * 


: bandwagon of this. popular treatment. Clients are not well informed about me 


office, acted as an interpreter. ‘I got acquainted withthe: American - 
| clients quickly. They were grateful that I Spoke their language and was @ 


acquainted with American values. They drafted me as an interpreter. ea. 


legislative. procedures, etc. Since I was: also familiar with. medical | 


quality information. How does one get a Chinese to ‘impart maximum in- - 


; information in a social context? Since striking up a conversation is an 
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whbn there is no. intercessor, 2) a clear articulation of research role, 


host's. confidence in his professional competency, de spite his’ underground 


their professional competence. Practitioners worry about their legitimacy | 


when are not secure within themselves. 


RESEARCHER-HOST RELATIONSHIP: There is a qui d ‘pro 


quo in establishing. a researcher-host relationship. In the practitioner’ 


The practitioner was able to use me-to- translate or. explore i issues that he 


was ;int&re sted in: the extent of acupuncture practice in other ‘states, any 
knowledge, he could discuss medical problems with me and learn English 4 
nomenclature. We also exchanged medical texts. I borrowed his Chinese~  _—. 


medical books and lent him my physiology and anatomy texts. ea 


GETTING A_ CHINESE T' TO TALK: _CROSS- CULTURAL INTERVIEW- 


ING. Having located the subjects, the researcher’ s main sake is to obtain 


appropriate way to get. people to opeh up and. share their. experience s, and 
“since a formal interrogation by strangers is not acceptable, the 
research approach must resemble a ‘eonieaiianand: conver sation. The prob-— 
lem then is how to get the respondent to talk within this conventional con- 
text. There are two main aspects to consider in this approach: 1) tae 
cross- -cultural aspect, and 2) the social interactional aspect. 


When a researcher uses social conversation as a way to extract 


research data, he must observe the implicit roles of chatting: conventional 
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7 etiquette | and cultural expectations. The social interaction ba ot re- 


| quires many. mihientrees — time one ‘approaches a respondent. For 
example, i chat with a patient when he comes in, when he goes into treat- 


The re- 


ment, when he comes out, and when he comes for his next visit. 
lationship can be either a stranger contact or an acquaintance or friendship 2 
/ interaction. The interaction: is contingent hs take the social roles and status 
of the participants and on the situation in which the inter view takes place. 
When the participants belong to different subcultures, the interview =e 
properties similar to found in cross-cultural viewing a 


general gap. Cross-cultural 1 interviewing. is contingent 


oe : eae Methodological tactics may alter the interviewee' s willingness to reveal 
| infor mation. The. inve stigator needs to examine the cro ss-cultural deter- 
minants as well as the contingencies of social interaction in interviewing. 
‘ISSUES IN CROSS-CULTURAL INTERVIEWING. From the 
re searcher's vantage point, the problems of senna culuesi interviewing 


stem from a gap of information about the culture of the observed. There 


may be a total lack of information about the unfamiliar enthuse ior ihe .......? 
researcher. Sometimes, the researcher has enough knowledge to make 
ae Es “as sumptions by stereotyping. An investigator may be familiar with the 
pie ce culture in general but ddideentiins with the. subculture, inden this case. The 
ga major areas that. the researcher needs to examine are the symbolic | 


systems « and the values and customs. 


Differ ential iieieaioe systems: ‘There are degrees of under standing 


= sae the use of language, which depend on whether one is. unfamiliar with the 


culture in general or unfamiliar with only a particular subculture. There 


are different levels of abstractions in a language. There are also _particu- 
lar styles. The eniias below shows the different language sivias with 


accompanying levels of abstractioris in two languages, English and Chinese. 


the differential symbolic systems, values, and customs of the participants. 
Ouantity and quality of data depend on the interviewer's methodologi- 


DIFFERENTIAL SYMBOLIC SYSTEMS 


Level of 


‘THEORETICAL LEVEL 


“LE THEORETICAL. LEVEL 


. A particular theory in A 


academic discipline . 3 theory that is developed 
perience (e.g.; the / 
English medical jargon - II-C = Chinese medical jargon _ 


IlI-E Vernacular of the © = Vernacular of the . 
general popular culture general Chinese culture 


2 


IV-E = Vernacular ofa particu- IV-C = Vernacular of a particu- 
language! ‘group (e.g., the "native 


e 


‘There are different: of symbolic transfer in cross- cultural 
re search. 
ee 1) When one is unfamiliar with a culture in general, or not conver- 
sant in the language, ‘one has:to cope with a basic communication barrier. 
| One's effort is directed toward under standing the general meaning in the 
new language. It would take time to be socialized into the suntre nuances , 
of the language. ‘The transfer is from III-E to IL-C. 3 
2) When one is not familiar with a particular subculture, one has to 


learn the terminology specific to it. Becker and Geer refer to such 


_ language as ''native language. 36 In order to share the intersubjectivity, 


the researcher has to be able “ perceive more closely the world views: 
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: of the observed. The researcher attempts a symbolic transfer from Ill-E 
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to Iv- E or from to IV- Cc. 
3) When one gathers data in one- language and communicates it in 
another language, one is ‘actually redefining the situation symbolically, In In i 
a faithful translation, one approximates what one under stands in one 
“language and puts it into- -what one understands in snothes language. ‘Using 
a dictionary is the least —" way to translate. It eliminates experi- | 
ee ence ‘and inter subjectivity; it is a blunt exchange. The awkwardness ee 
more pronounced when one is tran Plating verbs. Using a dictionary in- 
volves a symbolic transfer from IV-C to. —Ul-E, or vice versa. Having a 
| command of both languages isa research asset that cannot be over - 
estimated. 


4) When one gathers data in the native language, | and communicates <— 


in the symbols of another there isa further 
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_ate, or involve what I referred to. as impo sition. 


There i isa symbolic. transfer from Up to this time, there 


‘have been few who are iewicsibeated in theoretical abstraction and ‘sensi- 


tive to pensar tak d experiences to generate a theoretical framework from. 
7 the data. " Ideally, we would have a transfer seem IV-C to'I-C- E. 
” 8) The reverse of process (4) poses a problem for the researcher: 
to theoretical concepts in one language into the 
- vernacular of another language. The end product is often awkward. Itis | 
hard to avoid all traces of conceptual forcing. For instance, I used the 
symbolic interactionist framework to guide interviews. translated" 
it into Chinese. The theoretic call analytic categories are refined and 
, minute. They divide the illness definition processes into different. ‘steps, 
whereas in the commonsense wants much of experience ‘is taken for er 


granted and perceived in an abridged fa shion. The symbolic transfers in- 


volved are: I-E to ILII-E to III-C or IV-C; or II-E to III-E to IlI-C or IV-E. 


A reflective person may be intrigued by the kind of questioning required 
in my interview. But a person who is used to experiencing rather than 


reflecting will be e caught off guard or will feel that the researcher asks 
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too many obvious or unnecessat y que ations. 


6) Translating, or a symbolic transfer, isa ofa situa- 
tion. The interpreter is usually doing it by him self.” It may be helpful | ae 
“there is another person who is also bilingual to validate that his transla- : 
tion is accurate. Ina Solo research venture, the researcher has ee re 
tasks and gets too immer ‘sed in data collection, recording, and analysig 
to also examine whether he i is translating accurately. An ethnic 
researcher can obtain this kind of colleagueship only from another bi- 

_ lingual person, preferably one -who has had experience or is conver sant | 


Values and customs: a interview, the 


. __ researcher needs to know about the culture from two directions: first, the, 


particular customs of a face-to-face. encounter; second, the customs of 


the culture in general. When getting firsthand information about a culture, ee 


the interviewer should start with the rules of conver sation,’ When he learns 


4 enough customs: and skills in etiquette to get a native to talk, he can n then 


proceed to oa research focus. Once the researcher learns how to relate 


™ to the natives, he can use a “phenomenological interview to uncover their 


custom's and attitudes. He must* watch out not ie use popular stereotypes: ” 


about another to explain the behavior hie sees. He’ must fir st get 


subjective inter pretation from the observed., For example, stereotyping 
Chinese as a reticent group whd generally'‘mind their own business can — 
damage the researcher's chances of getting a Chinese to talk. Some 
values and attitudes among Chine se-Americans will be described when I 
discuas getting’ information through social interaction. | 
| . When the observer and the observed share d general culture, and 
differ in their subcultures, they tend to take for granted that the formet 


understands, the latter. 37 The researcher may fail to press for and dis- 


cover the respondent! s world view. If he questions assumptions, the 


researcher may find that although he shares a culture with the respondent, . 


the latter may not impute the same meaning to a situation as the 


researcher. 
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_ CONTINGENCIES IN RESEARCH INTERVIEWS: RELATIONSHIPS 
ROLES. ~The amount of information gathered and the ease of 


viewing will depend upon the role’s and relationships thee, re searcher 


“assumes during the interaction. The different roles are: stranger, 


4 
‘ 


| “acquaintance, and friend. A relationship dictates how much private in- epee ay / 


. formation a respondent will reveal and the extent to which he will involve 


In a stranger rélationship: 1) One guards private experience. 


The résearcher is not allowed to be- privy to per sonal data. Sometimes — 


| ‘the will not even reveal te neighborhood where he 

2) ‘Respondents deper sonalize data. ‘They may recount ilJness ex- 


periences in the third person. 38 Another way. of insuring social distance 


ie to tell a story about someone else in the distant past.. Respondents 


| -may. also mention different ways. of managing certain illnesses, e.g. 
what to do with ‘diabete sorulcers or high blood pressure. In subsequent 


meetings, they may, revest that ey selves have these physical 


s 


2 


3) The researcher must be on guard not 7" probe so much that he 
offends the respondents. . oS He must follow the ground rules for strangers : 
- and’ stay on neutral ‘subjects, | 
When the stranger respondent is willing to impart data, 
‘ it is a great day for the researcher. When the stranger wants to withhold 
. ‘information, | he” Can Say, "My illness is very common; there' s not much 
to tell about.""' Asa stranger, the re can only encourage the. 
respondent to talk a little, always leaving it up to him to withhold informa- 
tion. He should not transgress the stranger relationship by pleading for : 
infor mation. If he exceeds the limits of the stranger relationship (ive., 
if he pries or prods), the respondent may retort, 'Now what do you want - 
to know so much for?!" or "What do you want to do-with all the things 
people tell you?"' He does not accuse the researcher of impropriety “a 


right. The researcher must be able to wait for better days for interviewing. 
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In acquaintance or friend 1) Privacy is not guarded. 


_ There: isa greater exchange of personal data. Emotions, experiences, 


_and opinions on serisitive subjects are not. withheld. An acquaintance role 


‘evolves from a stranger role. gradually, or more quickly when ‘there is 
2) Time and contact promote acquaintance ship. An. introduction by 
the healer or. a recommendation from a relative helpg a stranger become. 
acquaintance. ‘Sometimes, the healer' s is almost a com- 
& mand : strongly urges and s and expects patients to talk.ta the researcher. 
He introduces the researcher \ with a character voucher : "She is a real 
person (ho, yun see BLD): you can talk to her.! 
3). When there is,an ongoing friendship atmosphere le. g. + when the . 
; researcher is friendly with the healer,. his family, or his receptionist), 2 : 
ee ro prospective respondent who is a stranger may participate in the ongoing © 
| friendly interaction. Having cake part in the informal exchange, the 
| strangers instantly enter into an acquaintanceship. : 
searcher can encourage an acquaintance ay. 
inviting the stranger to a socially acceptable way -of getting acquainted. 
‘Having tea (yum tsia ) may lead to a friendship. The researcher 
can promote friendliness by using the same dialect; by having the same 
name (married name or maiden name), place of birth, or ancestors; or 
by mentioning any kinship ties he can think of. | 


The researcher! s role: As a researcher, my entrance into a deviant 


culture for study was justified by a scientific mandate. But asa grate s- 
sional nurse, I was worried about being an observer to illegal medical 
practices. If I had been only a behavioral I would 
had any problem. My friendship with the research host signified social 
allegiance. I did not want this allegiance to interfere with my professional 
(medical) obligation. Ihad to sort out my function in the situation: Iwas 


there for research; I was not taking part in any health care function. 


Therefore, I decided to evaluate the health care practices according to 
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my professional standards for safety. I saw that the patients were not 
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physically injured and that they were aware of their, rights. Ifthese _ 
patients had been in the People's Republic of China, the type of treat-_ 


a _ment they. were receiving would have been perfectly legal — scientifical- 


2 


oly, sanctioned. It would have been ‘considered safe. 


CONSIDERATIONS OF. SOGIAL STATUS. Since people in geiere! 
‘conver: se more comfortably with tho se with whom they share a~-similar 
: ‘background and interests, it is important to examine the status poe ae 
between re. interactants. was aware that a similar status accounts for 
much ease in establishing rapport. “Status disparity does not to 

ea se in conversation. 


Economic status: One: can or -disguise one ‘getatus by one! 


clothes and decorum. did not wear student: blue jeans, nor the 
sional woman's knit suits. I wore casual blouses and lacks in subdued 
colors that blended in with the clothes ‘of the Chinese clientele. I showed 


s concern for cost and an inclination to frugality, both ‘of which I felt were : 


a 


considered virtuous by the Chinese. 


seein Age difference: In order to deal with an 1 age gap, . stressed n my 
Ba: desire to learn. The learner' 5 role is appropriate among Chinese, and 
particularly suitable for. felating to Chinese ‘elders. I used 
terms to addréss elders: "uncle" (ah bah ), or "venerated aunt" 
moo ij Ah ).  Iassumed a younger role to show deference. Tused 
this phrase to establish communication: "Please instruct me ...!! (yu 
mare tsee Ag ). direct translation is ''Do have 


¢ 


something to teach me? 


Sexual status: “Women re talked without reserve toa. 
female investigator about their gynecological problems.’ They r referred to 
their sexual organs as the “lower part" (har bo ~f oF ), and expected 
me not to embarrass them by asking, ''What's:that?'' Relating to the 
Oppo site sex required an observance of social propriety. Having’ been a 


public health nurse who had made numerous home visits to single old men, 


I knew what was appropriate. When! expressed interest to see an old 
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Chinese man! private of medical he did not hesitate to. 
‘grant permission. He reminded. me that I could go whenever his "wife | was 


home." Ialso found that my typification not always fit a per son or.” 


; ee hernia operation. He proceeded to uncover himself to show me his 
7 inguinal dressing. I quietly told him I did not need to see it. Iwas sur- | 
prised by my own ——— ‘When I performed hospital patient care, ne 


; exposure was a common sight. Butasa researcher using social conver- 


: sation to. get data, I found I was very much boundsby conservative ‘social 
5s \ conventions. I stereotyped my respondent and exact®d ‘social propriety 


Educational status: The status gap was problenatte: for 


me; Asa student researcher from the Univer sity, Iwasa member of the 3 


educational elite. In the Confucian tradition,. scholars de serve the highest 
‘@ i esteem. I repeatedly noted that twee intuitively reluctant to ask re spon- 
=< _ dents about their educational background if they did not indicate that they 
had a college- prepared.occupation: My Chinese fieldworker colleague 


observed that the majority of elderly fir st- generation Chinese in San 


Francisco came as immigrant laborers with minimal or no-education. 
To ask about their education was to make them admit their impoverished _ 
origin: an act depreci&tory to their self-esteem. -[had set up my 


> 


research design to get as much data — the patient as I could. peeneee 


Iwas lacking in research rigor. One of my advisers was not convinced 7 


that a cultural intuition and explanation was adequate and advised me to 
make a concerted effort to pur sue the subject. I devised leading questions 
to indicate educational level: ''Do you speak or write Chinese?" or "Do . 
you speak English? ' I would ask where they went to school. Itried my 
questions on the elderly population, To my question about what school he 
attended, one respondent answered, Py went to China to study. " He did 


not say for how long or what kind of pony I asked, "Elementary school?'"! 


"No, country school." I asked him to tell me about the country school; he 
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answered, "If your family had money you went, and if not, you didn't." I 
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sana event. A middle-aged hospitalized man told me he was there for a <i e 
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had my urbanized preconception of elementary, junior, and high school. 


' Tasked what kind of school country school was, and if there was junior 


: high and high school. "Do you think it was like-these days when youhave. __ 
as | | ever ything? Now:when you young people come here [to the U. S. te you 
Van 3 3 can go to school right away: “a Many other old gentlemen expressed simi- 
a - lar, hitterness: ''In those days, ‘you just didn't go to school." Thad 
glimpse of the middle-class research mentality, ‘which insists on ‘obtain-* 
ing data. even if it. offends the sensibilities of the. disadvantaged. 
- Chinese place a high valué* e‘on education. Historically, scholars 
A attained political power and prestige by becoming gentry. Education is 
revered more than One's social worth depends upon one's educa- 
a : | tion. Immigrants arrive with these Old World ‘values: Their lack of 
‘educational opportunity was caused by their. need to perform oppressed | 
- labor for survival in this country. Educational deprivation was part of 
theif bitter experience. as pioneer Chine se- Americans. Chinese- 
Americans still exhort their children to ‘study hard and achieve academic 
excellence. 40 Second- “generation Chinese- -Americans who have achieved = 
| higher educational. status do not hesitate to tell others about their ‘educa- 
My reluctance to probe into a re ee edutational background 
was the result of my intuition about Chinese customs and culture. e was 
unable to articulate my See . The intuition was part of the taken-for- 
granted everyday assumptions among Chinese. Froma logical standpoint, 
- | my reluctance caused failure that could not be backed up by Yeund reasons. 
- When I transgressed the unspoken assumptions within my culture by 
a doggedly asking difficult que stions, I realized that my initial reluctance 
wee ba sed on the fact that Iknew my culture and population all too well.4¢ 
The implicit culture among the disadvantaged is that one does not make an 


issue of education. : 


Having sensed the respondents’ bitterness about their past, Iwas 


reminded of our research ethics: to insure that inquiries do not intrude 
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upon the respondents! sociopsychologicat welfare 43 To inquire about 
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a of the poor, it is a gap between the“advantaged and, the disadvantaged. 


something that respondents seemingly wish to implies that-the 


" Fesearch is more important than the respondents’ sensibilities. An edu- | 


cational status gap often denotes a socioeconomic. status gap. In the. eyes. 


Middle- class researchers demographic data must keep in mind 
that ‘the disadvantaged give the date for scientific research, but 


may algo. suffer bitterness and self-contempt in the ere ~ presence. 


A researcher may do well to leave sensitive areas until near the end of | 


the interview. If the respondent chooses to ignore ‘the question, the re- 


searcher will have already: gutten some data. The respondent would not 
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have to undergo a painful. experience without recompense. | 


Unique biographies: A veteran non¥Ghinese’ researcher remasked 


that Chinese respondents were difficult to interview. Their answers were 


limited in scope, were short, and lacked qualifiers. I found that inter- 


view responses depended not on the interviewer's skill and sensitivity 


but also on the respondent's unique biography. The respondent's social 3 ae 
skill, life experiences, intellectual development, emotionality, sensitivity 


to bodily feelings, and imagination are all part. of his unique biographical . 


makeup. He brings the se qualities to the interview. 

The following re spondents provided information readily: 

1) Sensitive re spondents. People who were iat ly. sensitive and 
aware of their bodies described feelings and events freely. ‘Many: ~ae | 
what doctors diagnosed as psychosomatic illnesses. 

2) Anxious respondents. Those coping with great sociopsychological 
stress frequently revealed themselves in spite of a stranger relationghip 
or a transient relationship. 44. 


3) Intelligent respondents. Respondents who were verbally expres- 


sive elaborated situations and outlined their logic. I did not have to ex- 


tract answers from these productive informants. With this type of 


respondent there is less likelihood that the investigator will interject his. 


own pr econceptions 
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The profile of the reticent ihesviewsns was as follows: 


1) Respondents with limited imagination. ‘These people’ 8 descr ip- | 


tidne lacked imagery and association. They reported brief facts, succinct- 


ly and without description. They tended fo assume that the researcher 


i knew mach of what they experienced, and they spoke in n generalities. we : he 
2) Guarded respondents. These people did not want to be approached. 

When they got involved in a conversation, their remained vague 

| and evasive. 7 


> 3). Functional, y disadvantaged respondents. People who were hard 


heaving or ha mory lapses hada ‘communication barrier and limited 


Spacin 1g: Space in interviewing relates to the provision of privacy 
and therefore of an atmosphere to ease disclosure. Hospital, wards.and 
st the healer's office are characterized by the Chinatown gestalt: congestion. 
Limited and shared space is not conducive to privacy. The inive stigator 
‘should choose an area where other people can be excluded, . Boy a treat- , 
ment area which has been designed to screen out the public. Waiting rooms 
are available, wut in them patients a social space. The 
= gan.use a dialect that is known to the respondent but not the others, in 
‘order to exclude a general audience. Speaking Chinese among Caucasians 
| creates privacy for the interviewee. Spacing for privacy may mean . 
arranging a small area where the interviewer and interviewee can 1 have 
close eye contact within | a large room. *> One can choose a corner and 
arrange the respondent's chair so that the public is out of his visual 
Timing: The investigator must opportunely approach each respon- 
dent for a minientree. It is important for the investigator to be on the | 


\ spot when a stranger respondent enters the social scene. The stranger 


may take the researcher for granted as part of the interaction unit. I | 


"chose to sit close to the receptionist's desk and frequently engage in 
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conver sation with him to denote my nonpatient status. Whena new _ 
Chinese patient. entered, a would remark, “This is Mrs. Chen for the 
two o'clock appointment, isn't it?'' The timing of entree should provide 


an opportunity for the investigator to have ‘1 maximum inter‘action with the 


stranger. By pre seiiting him self together with ; a legitimate party (the . 
—receptionist), the researcher prepares the réspondent. for accepting later 

inquiries. The timing of further intensive inquiry depends on the respon- 

dent's openness to talk. for aS when sSmeone buries his. face ina. 


| magazine, inquiry must be delayed. Someone commenting on something 


in the environment" opens an to interact. most profit- 


‘ait 


able time to engage a patient in conver sation is when he is alone and with- 


—out gutward occupition, e. dur ing an acupuncture treatment. 


times patients are apprehensive and weléome a companion. Ina hospital, - 


researcher must observe the institutional schedule. When patients 
have visitor it is generally better to leave- “alone. Patients who 


: have-been in the institution a long time do not mind an occasional ‘outeshes” 


during their its, Remaining with the visitors can bring in much 

Role taking: To make Wisalegtc. iia in the interview situation, 

the investigator takes the role of the Peepondent and Senses what he might 
expect or want from thefresearcher. _The physically exhausted and 
acutely sick are not good candidates to interview. ‘Asttions_ patients are 
preoccupied. Whea the researcher can deal with the patient's aca. ey 


first, he has a good opportunity to establish a relationship. The inter - Pe 


view can be done at a later time. . 


TACTICAL CONSIDERATIONS, Since the interview focus is on the 
| subject's experiences and interpretations, the information disclosed is 
self-related. Conver sational tactics must follow the su poe aa lead in 
self-disclosure. Some research tactics are: 


1) Staying off: Retreat from those who indicate repeatedly a reluc- 


tance to disclose infor mation about themselves. It is important to obey 
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the respondents who wish the investigator to ''mind his own business." 


Do not force disclosure. | 


2) Coding th e question: To minimize pers sonal interference, posea 


neutral que stion. Comment on another experience that may be similar to ' 
the respondent's. Pose A hypothetical question and let. the re spondent | : 
| elaborate. 46 Take cues from the way respondents disguise personal in- 
formation. Use parables, the third person, or just talk about illness. 
Make the personal context implicit. By using’ this subtle communication | 
De ee form, familiar within the cultur ,. the investigator can 1 gauge how ready. . 
‘the respondent is to talk about himsélf. can be pur sued at a 


3) Personalizing: Allow respondents to redirect the interview flow 


__by rever sing: the ‘roles and que stioning the inve stigator. Exchanging 


~ personal « or biographical information makes the respondent feel he is con- 


ver sing. ‘It also equalizes the ‘inter Yfewing status; the respondent does | 

not feel the pressure of spd a Information about ancestral origin 

suh yun. A ), natal origin (been suh tsu sie ). 

or place of upbringing (been suh tsung dai ly ), and duration 

stay in the U.S. (lai nee suh gay noy Me ot ) be ex- 

7 changed to help interactants get acquainted and to equalize the conversa- 

: tional status. When respondents characterize the research inter view as 
"checking"! (tsia o indicate that the limits of self-disclosure have 


been exceeded... Checking has an official.connotation: one has to dutifully 


answer questions, . 


Assuring confidentiality: Sometimes asked for data 

i ‘on other people in the room. I directed eet tn inquire and satisfy their 
curiosity themséives. I implied that I kept people's secrets, as they 

would want: "He may not like me to talk about him. It is all right if you 


ask him yourself." 


5) Trading for trust: Self-information was not.always guarded. 


Respondents told many stories about themselves that were not related to 
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the research focus. Elderly folks were prone to recall biographical data. 
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It is not polite to cut them off in in a conver sation. The investigator can 
trade a listening session for the reapondent' s trust. He can come back | 
<r later for his turn to. interview. When an informant. is repeatedly unpro- 
| ductive of research data; ‘the re searcher has to itse body language, to beg 
off; he may have to stand up and inch away to make a polite exit. 
, .In cross-cultural research there should be a ‘socialization period 
for the re searcher. Inadequate fainitfarity with the culture may: result, 
Sin inaccurate data collection. The investigator needs time: to acquire 
- proficiency in the use of the new symbolic system and become adept at 
3 symbolic tinneter. During this period, he shotld also learn to recognize 
his cultural sterotypés” and In cross-cultural ‘social en- 
counter Ss, the interactants may be aware of each other! different back-— 
ground. researcher can either accentuate or minimize the difference. 
ntuate the difference, h -he-can show interest and ask for a detailed 
explanation of the other-culture. To minimize the difference, he can use 
what native language he can to ‘let the respondent know that he re spects | | 
his culture. | = 
Here ar € some tactics that I successfully tried out to create a, 
, familiar background atmosphere for the informants. 


1) Iwas ready to use whatever dialect the respondents spoke. T ( 


: communicated in the same style that he informants used, e.g., pidgin 

| | 7 English and ''Chinafied'' English. I used translated street names instead 

| of English names, e.g. , Door Baan Gai Soo Crank Avenue. Speaking the 
same dialect indicates kinship ties. A researcher who speaks Chinese is 

‘reassuring: a CKinese vedeercier is not going to exploit respondents. 

2)I used a calling aac, customafy in China, to identify myself. | 

The calling card was in Chinese so non- English-speaking raspancents 
could identify me. 

3) I was atert to the special diction that Seer mee used. I imitated 


their terms and checked to see if I used them correctly. 


4) Iused Chinese writing frequently. Chinese immigrants respect 


% 


someone who is literate. I used the written word in different ways, such 


~ 
4 
fr 
q 
a 
> 
— 
‘ 
q 
ow 


as “ clarify a certain term that Iwas not sure I heard correctly. By 
= using. synonyms, I could take notes. without appearing to do 50... ee | 
+ 5) Tused a written résumé of the research focus and presented it : aa 
ye to the respondents, — lending a serious tone to the “social conver sation. 
The résumé was also a means to see if the interviewee read Chinese. 
I showed the extent of my knowledge about. illness and* 
folk concepts. The believers in ‘Paditional medicine were pleased that I 
did not consider the folk concepts fo be super stitions. They expected — 
Western health professionals to be unsympathetic. They were enthusiastic 


and wanted to enlighten me with moxe details. 


UNDERSTANDING THE CHINES .MEDICA L CULTURE, To learn 


| about illness” behavior, it is important % under stand. the context in which’ 
_..-it-eceurs. “A study of the medical culture of Chinatown augments the ~ 
researcher's under standing of the respondents! illness experiences. 
Many of the strategies I discuss below were not preplanned, but the titers: 
tion I collected frorh unexpected sources becante a ''slice of data'' to ex- 
plain the interview data 48 Such sources should be included in plans for 
similar research in the future. : : | 


y Fieldwork literature speaks of getting "immersed"! in the field, 


and so I investigated the medical structure in Chinatown. I checked out er 

ee | available medical consultants listed in the phone directory, the Chamber 

of Commerce directory, and various ethnic newspapers. Armed with a 

list, I walked their neighborhoods to éxamine their method of social 
presentation. I wanted to see how indigenous practitioners revealed and 

concealed underground medicine. By mapping out consultation locations, 

I learned that underground medicine was just like other goods and services 

available to the population. I collected this type of data in the role ofa 


complete observer. *? 


2) I undertook the organization of an herbal display at‘a community 


fair. 90°; learned about the traditional medical system from an herbalist's 


pore of view as well as from that of local people who trade in the herbal 
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stores. Ae an ébeervar® -as- participant, I was in contact with different 


=i 


herbalists. At the display, I also came into contact with second- and. 


third- -generation Chine se- -Americans who. were with but. curious 


about herbal medicine. 


‘ 


checked out the possible health and illness iniforma-~ 


tion in ethnic new spaper Sy e. g. P "discussions on medical knowledge" 


(yee hok teu tam ). read various Chinese books and 
‘pamphlets on “common medical knowledge” (yee hok hsung sih ), 


both traditional and Western oriented. Many contained bicultural medical 


information. Iwas thus an observer- as-participant. I learned about 


sources that respondents may commonly draw c on for informatio about 


their experiences. | | 


4 


4) BY talking informally with other health practitioners (e.g., local Aes 


pharmacists and public health nurses), I obtained information about : - 


Chinese- American illnegs behavior that was not reported by the inter-- 


| viewees, such as attitudes they took for granted. I also validated the 


patients’ experiences with professional observation. My research role 
was ‘purely that of an obeerver: in this case. 


5) I checked out some herbalists that respondents told me about to 


7 get a’ better under standing of what they did. I gained fir sthand knowledge 


of the herbal consultation process. Asa complete participant, I could 


cross-check the respondents’ reports. It was an excellent way of con- : 
trasting ‘Ea stern with Western healers and of feeling what patients experi- . 
ence in these differ ent contexts. | | | 


6) Asa participant in my own culture, I got information about ill- 


ness experience through my social network. I could get intimate data 


from friends and relatives in greater depth than from formal respondents: ~ 


Together with my own illness experience, these in-depth data were in- 
valuable sources for highly analytic probing. They often suggested new 


theoretical leads that could be tested out in eeialer interviews. 


aa 
~ 
| 
{x 
’ 


CONCLUDING REMARKS, Schatzman notedy field 


strategies do not lend themselves to prefabrication, ‘so my suggestions 


about research.among Chinese- are: not "how to!’ regulations.50 
ane Each fieldworker will find his own "way and oe sonal style. Nevertheless, | 
it is reassuring to read about someone else’ s experience in.a specific 
field so that one eat know what to look out for, to avoid, to consider, or’. 
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CHAPTER THREE 


 BICULTURAL MEDICAL OPTIONS IN CHINATOWN 


Upon entering Chinatown, an outsider finds it to be like a minia- : 
ture world imported from Canton. : People. speak Cantonese, eat Canton: 
‘ : 2 style, and preserve their Chinese customs. Amid what seems to be a 
| ‘Chinese trading post, many people live and work, get ‘sick and grow _— 

again. The history and demog ra phy of Chinatown have been too amply 
| described elsewhere to need any repeating here. a I will describe the 
‘social structyre of the medical system in Chinatown, its mundane | : 
characteri stics, its historical foundations, and recent influences upon it. 
This bicultural health care, offers many medical options. Its 
sociocultural structure provides the context for and 


shopping. 


THE BICULTURAL MEDICAL STRUCTURE 
The Ehrenreichs incisively point out that health care 


in this country isa nonsystem: 


The health care system mirrors the "cottage industry'' that 
is in the larger society, namely, it is dominated by small 
ineffective, uncoordinated enterprises. ‘This includes the 


. bureaucratic fragmented systems, the private sector of 
physicians and small clinics and the third. party payers 
which include multiple insurances. 


Chinatown's medical system is likewise fragmented and uncoor-— 
dinated. This fragmentation is heightened by a multiple options. In- 
addition to mode rn medicine, there is a gamut of indigenous medical 
selectior’s. The bicultural options are concentrated within ten square 
blocks, amid the hub of community activities, which increases their 
availability and accessibility. Health care is not planned and executed, 


or guided by professional discretion. Decisions for illness consultation 
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oe are based on. the commonsense judgment of health care consumers. 
soi The. properties of the bicultural health care system are: 


Scene Orthodox Western medicine and nonstandardized Eastern 
medicine’exist side by ‘side. 


- 2) Medical goods and services mingle with services end. 
goods which people. use for daily living. | | 


~~. The use of bicultural medical care was transplanted 
from China and perpetuated in the United States. «. 


* 


“4) The recent demand for Chinese medicine from the © 
context society keeps traditional.practices vigorous, | 


Western scientific medicine is ‘clearly 


visible on the 800 block on Jackson Sivest- ~where there are two = \ 


physician office anda -bed hospital, It is the only c coms 
has rnunity, hospital within Chinatown, serving a population of 36,000 residents. 
hospital was, founded in 1925, and continues to be the hospital of 
choice for speaking patients. “Its convenient lécation and the 
ff Chinese- speaking staff provide the users the comfort of cultural famil- 3 
iarity. Patients who are not hampered by a. ‘lpmguage barrier or li ‘ited. 
| msicdiadiie prefer to be treated in a. modernized, well-equipped hospital 

outside of Chinatown: Private physicians and private. hospitale serve 
| those- ‘people with socioeconomic means (or. with third party payers 

that allow them to select physicians voluntarily). A large number of 
- Chinese residents utilize Kaiser medical facilities outside’ of Chinatown 

because of their union affiliation, e.g., the culinary union. Public health ° 

services include the District Health Center for preventive services and 

a limited emergency scala at the same location. The city also oper- 

ates a chest clinic for tuberculosis followups and mental health services 

at different locations. A federally supported Poverty Program, ‘the 

Northeast Medical Services (NEMS), has its clinte in the District Health 

Center building. Its name is almost identical to the District Health 


Center; the former is Tun But Wye Sun Fook Mo Tsue ( R Ab } Sages AR 


ke and the latter is But Wye Sun Gook Je ). 
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The District Health Center has s been in the community for some time, 
i and is familiar toa generation of mothers for well baby care and for 
counseling for handicapped nen: The extension of services, for 
the sick is a welcome event, especially among the immigrants.- : 
‘NEMS is knows to clients as the ''yellow card place." The users ma 
, registered and obtain services via their yellow identification cards. 
In laymen! s eyes, the health center now offers services that are eagre 
and reasonable to them, i.e., it serves them in gickness and in health. : 
'. Few.are concerned that the two institutions are bureaucratically 3 a 
separate. Immigrants from Hong Kong are accustomed to government 
hospitals. : They Quickly avail themselves of services that are free. | | 
The card holders can choose doctors located in the center or in private 
offices. The Telegraph Hill Clinic, in the North Beach area, also offers c 
some services to the sick on a limited budget from local funds. ‘Low- 
' income families obtain ambulatory care from these two services. | When . 
they get sick, despite their language barrier, ‘they are hospitalized me: a 
San ‘Francisco Gene ral Hospital, or in the University of California a 
oa | : ediest Center, if the case can be a teaching case. Unless they are 
| eidasiy and have Medicare and Medi- Cal (federal and state funds), or | 
can be qualified as: medically indigent to get Medi-Cal, they cannot go 
to the private community Chinese hospital. 


There-are various stereotypic beliefs about how Chinese utilize 


medical care; for example, it is commonly assumed that Chinese tend 
to use folk and traditional practices that they learn from their extended | 


family structure. Physicians believe that immigrants (especially many 


immigrants in the past) prefer to go to herbalists, and they they go to 
Western doctors when their illnesses have progressed so that nothing 
can cure them. Native-born Chinese-Americans consider herbal | 

_ medicine quackery and traditional medicine superstitious. There has 
been no survey of Chinese-Ame rican health care to back up these beliefs. 


However, health practitioners have noted that clients utilize both Eastern 
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and Western medical consultation. ‘This crus bears, out the practitioners! 
observation. No one consistently prefers. one type. of. conswtation over 
another, ike, always tries ‘out one type before the other, or uses one 

~ type to the exclusion of the other. ‘Sick people try out as many renidiee 


as they need. Even people who re that herbal medicine is quackery 


‘admit that they sometimes use. common patent medicine or some con- eS 


| ventional herb 8. 


ae patient may be on welfare and still go to see an indigenous: prac- 


titioner. The re are many people who use traditional medicine: gga 
medicine Sffers ‘three types of treatment: herbal (yok tsoy zs at 
acupuncture (tsum gou. $f ), and bone setting (feet dah at 


Herbal medicine and bone setting have been in Chinatown since the immi- , 


grants first came. _ Acupuncture has been popularized since the 19708, 
when dramatic news of electric acupuncture came from the People’ s- 
Republic of China. Chinese- Americans in Chinatown began to notice 
The traditional medicine men are all solo Practitioners. A few | 
did- timers have one-room clinics (tsun tsaw tb a ), or practice in 
~ the herbal shops. Sometimes the offices” are well. concealed from the 
eyes of a casual passer-by. An office can be on top of a food market, 
or through the entry to a jewelry store. nero practitioners, some 
| | ot whom are popular and have a large clientele, see patients at their 


“pesidences. popular herbalist may have a large sign outside on the, 


building and a gold-lettered name on the glass entry door. Cautious © 
practitioners have small window signs. All ‘signs are in Chinese. 


Herbalists are generalists: they cure 4ll ills. There are a few special - 


ists who claim they have special experience in curing certain problems, 


e.g., skin tro¥ble, women's troubles, hemorrhoids, or externél Nituvies 


: According toa 1971 survey, the ratio of physicians and ‘herbalists was 


approximately 38 to 30. 
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Patient, they explain the function.. 
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MEDICAL GOODS. There are six herbal shops and seven phar- 


macies in Chinatown. Herbal shops sell raw herbs and patent medicine, 


and offer informal advice. | The four large herbal shops have a space. 


where elderly patrons gather. for social exchange. Elderly herbalists 


also consult there within a friendship circle. A person can walk into , 


any herbal store to buy a few herbs for condiments. He cart get herbs 


' for an herbal prescription, personally designed for him and his particular 


illness. He gets these prescriptions from a practici ing he rbalist. He 


can also’ borrow a prescription from a Ferene, or write his own prescrip- 7 
; tion. Many people are knowledgeable abauit commonly used herbs. They 


o like to read herb books and make up formulas for themselves and their 


friends. | If one is acquainted with the he rbal druggist, he may offer ™ 


Phe smacies sell drugs and Most drugs sold are pre-- 


scription drugs and can be obtained only throughya doctor's order. 


Patients sometimes bring empty bottles to the pharmacist and plead for 


refills. They get the pharmacist to call the physician, thus saving them . 


a doctor’ s visit. Pharmacists explain when to take the drugs and some - 


times, if the eas did not_specify to withhold information from the 
1] 


MEDICAL GOODS ‘AND SERVICES INTERMINGLE WITH 


PEOPLE’ S EVERYDAY LIFE. The majority of medical goods and 


services are located within the area where business and civic activities 
concentrate. ‘They can be found along the busy streets between Stockton 
and Grant, and along Sacramento, Clay, Washington, and Jackson. 
Private practitioners offices, both Western and Eastern, are tucked 
among living quarters and along the people's daily routes to work and 
social activities. These offices are next to food markets, post offices, 
restaurants. and sewing factories, and within family association build- 
ings. Immigrant indigenous practitioners identify more with the resi- 


dents; they live in similar hotels, rooming houses, or remodeled 
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| there are ethtiic papers which act asa public referral system for a 


, differs in that it makes itself known publicly. Some indigenous penett«. 


selves get established.’ These advertisements are often agree with 


have special experience in.a particular type of illness and drugs that 
treat a specific symptom with prompt results. To convince the. public, 
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apartments + Healing options are right outside one's own doorstep, so 


In case miss the practitioners’ locations in the neighborhood, 


variety of medical options: practitioners, ‘herbs, and special formula 
patent medicines. American pharmaceutical companies, profit-making, 
institutions, advertise nonprescription drugs widely in the public — 
and prescription drugs in professional magazines. ‘Physicians do. 


not advertise except with a phote directory listing. Chinese medicine 


tioners feel it is unethical to advertise. Many, especialy those who 


are new. in town, take a practical. outlook and advertise to help them- 


advertisement for other commercial ventures. oer one groups 
the practitioners into one section. 
The advertisements for indigenous practitioners and drugs use 
descriptive, symptom-oriented, and. experiential terms. Doctors are: 
experienced!! in treating “itchy skin, ‘stomach trouble, upsets, women's 
‘drainage, hemorrhoids, ete. ‘Medicine advertisements 
desc ribe symptoms for which the druge are especially useful and effec- 
tive. All stress superior Newspaper advertisements indicate 


an understanding of the layman' s psychology, mentioning healers that 


there are testimonials that communicate information about products in 
a form that patients look. for and ieians. Interestingly, patients said 
that newspapers are not reliable. To be sure that the healers and drugs 
are really good, they need living proof from friends' and acquaintances' 
experiences. 
Newspaper ads for medicine often advertise drug outlets that are 
concealed, or are at known locations where merchandise is not displayed. 
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The location can be an. herb shop, grocery ‘store, ida — residence, 
or simply a telephone danber to contact. The drugs are. "wondrous 

' drugs." Because (of their concealment, the advertisers give a aie of 
deviance. ‘Their appeal is: to the desperately sick person who needs just 


Patent medicine, unlike the wonder drugs peddled in die. news - 


_ papers, is not concealed in the: ma rketa. A variety of patent medicine _ 


can be found in grocery stores, bookstéres, inaport- “export stores, ‘sift 


shops, and herb shops. : Patent medicine is. partof the traditional 
**4nedical culture, in whith indigenous medicineewas taught through 
apprenticeship, | expertise -was- kept. within the and effective 
herbal formulas were guarded sec rets. If an herbal prescription was” 
known to be used ay royalty or by government officials, it had proved _ | 


‘efficacy. The heslere would have incurred ‘imperial wrath if the | 


boagt about special formulas and patent medicine that have come from 
—- private medical tvadition. Patent medicine may even be made 
Five years ago, patent medicines were few, oe Raion 
(Maan Gum Yau ), an (poa tsie yuen FL ), 
| or a throat antiseptic (Look Sun ). The People’ 
Republic of China has industrialized herbal medicine. Many complex 
formulas have been produced in pill form en masse. Patent meditine 
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| 

| from China has’ now inundated Chinatown markets. 
eng . |. Not only are people exposed to different forms of medicine in their 

daily lives, but there is ‘a deeply rooted herbal tradition in Chinese 

culture. _ Herbs are incorporated in the’ Chinese way of thinking about 

life and health. To: have a long and vigorous life, one must build up 

the body to a well-functioning state. When there is any ‘atiment, one 


promptly repairs any damage done. In either case, herbs are used 


combined with food to regulate the building and rebuilding of the body. 


| medicine had not been effective. Today, indigenous practitioners still ~~ 
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This regulation will be: more fully,discussed in Chapter 1 Four. _ Food 

stores sell. packaged herba, ready for soup. 
Anthropologists have noted that medicine is part of a culture. 

What this means in an eve ryday context is that_medical goods and 


services permeate the’ space, the structure, of everyday living. re 


‘goods provided meet people' s demands, which are dictated by their way 


thinking. “The availability of so many options makes utilization. 


venient. If one forgets to pick up a patent medicine in one store, one 


Se _cean find it in 1 the next store.’ For.some people, herbs and health are a 


taken-for- granted aspect of meal planning. They are part of the implicit. 


culture, lived and internalized through the test of time. 


“THE “TRANSPLANTED MEDICAL MARKER? 


“The medical system in Chinatown was: originally transplanted from 
China, and was preserved én eid developed in the United States be- 
cause of the Chinese-American experience in this country. When the 


Chinese first came to the United States in the 1850s, Western culture 


hed not beer introduced to motherland in full measure. 15 ‘Chinese 


merchants and laborers were still accustomed to traditional Chinake 


medical practices and herbal healing. They introduced their he rbal 


16 | 
system into this country. During their stay in San Francisco, they 


were left to take care of sheiz own medical problems, including plague 


epidemics and a high incidence of tuberculosis. They were barred from _ 


treatment at the white facilities. The sociopolitical maneuvers of the 


whites to isolate’ the Chinese. forced.them to use their own herbal re- 
sources until 1900, when the Chinese built a dispensary. A Western 


practitioner was employed (along with an. he rbalist) to treat Chinese. sh 


Only in the last half century, when American-trained Chinese physicians 


have become available in Chinatown, have Chinese-Americans come to 


_ use Western medicine as the predominant medical option. 
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The ob ties between the United Staten and the 
le! 


- S Republic of China clamped down on herbal imports. ‘Since the +> e: 


1950s, ithe declining drug supply and healer attrition ‘have both affected 
) herbal practice. Many ee turned to Wéstern medicine because they ‘ 
ae, could not get "good herbs." A’ resurgence of herbal practice began when > 
the immigration laws were liberalized in. 1965.. An influx of healers 
"replenished the dwindling: supply. The renewed political relations | 
‘tween the United States and the. People's Republic of China initiated | 
trade. China imports are once again legitimized. Herbal supplies 
| have been restocked. Patent medicine China Kae been added 
3 \ <a medical goods in Ghinatown's markets. The rise and fall (and rise | 
; again) of herbal practice thus followed the changing tides of international 


relations: . 


Not only did ‘on increase supply of in- 
creased the demand for their services. Furthermore, the increase eS 
practitioners ‘and of herbs from China opened the market in to thos 
who had abandoned it in the 1950s and 1960s. Increased travel to Hong : 
Kong and limited travel to China have intFoduced the bicultural medical 
framework to American- Chinese. Hong Kong immigrants, on the other | 

3 hand, are accustomed to the dual- tract mmediual system because of local 

- practice as well as the example from the People! s Republic of China. 

| In socialist China, Eastern and Western cnhinel alternatives are’ 
integrated and in China have 
lent prestige to traditional medicine, particularly through electric - 
acupuncture. Hong Kong residents continue to use a combination of 
medical options. : Some hospitals have sections in their Clinics that~ 
offer traditional bone setting. _ Residents exercise self-selection in 
onilinal care. When they come to San Francisco, they continue the 
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WESTERN SOCIETY'S DESIRE FOR ACUPUNCTURE AND ITS 


EFFECT. ON BICULTURAL HEALTH CARE. The beginning of com- | 


< | ‘munication between the West, particularly the United States, with China, 


~ 


‘ which was isolated. for twenty years, was'matked with drama. It was 


8 ve stunning to the Western world to find Chinese thedical profes sionals 7 | a 

3 performing surgical operations without Western- -type anesthetic. 

Aeupancture was being to treat déaf-mutes, mental illness, and 

According to Chany Chinese scientific journals and literature 
| have documentation of acupuncture successes in the treatment of: yeh - 


a wide of diseases, ‘ranging internal medicine 


to women! s and children’ s ailments, and from neurology 
ee The medical profession in the United States has approved acupuncture 


research. Many practitioners, physicians. and dentists, have demon- 


ty oll strated interest in acquiring the technique to treat their patients. 


i 


-Non-Chinese patients ‘come to- Chinatown- in- search for a dramatic cure 
or relief of ‘discomfort by underground practitioners. Traditional 
practitione rs who have not practiced acupunture before are taking up 
the needles. Many go to Hong Kong to toes short acupuncture course, 
three months long, and return to practice. The focus® of natforial ‘interest 
» ! on acupuncture also brings Chinese-American patierits to seek this 
'é : ancient treatment. At this time there is no conclusive knowledge in 
this country about which illnesses can be helped by acupuncture and 
which cannot. “The indisc riminete rush of many chronic sufferers. to | 
acupuncture keeps the practice in great demand. Non- Chinese: patients 
are also buying patent medicine. Whereas Chinese who use indigenous | 
medicine have not attracted much attention, non-Ghinese who seek 
digenous Chinese medicine have been noted; they are becoming a health © 
‘care concern and perhaps, ne creating a need for medical policing. - 


: rae of side effects, from a patent medicine for arthritis that causes 
24 


agranulocytosis in white blood cells, have already been noted. 
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PHE MEDICAL STATUS OF INDIGENOUS PRACTITIONERS: 
THE ISSUES OF LEGITIMACY 
| 
Traditional medicine. in aa has been accepted in that it has 
been the medical system for _two thousand years. The majority of 


‘China’ s population have known only one form of medical practice, ‘herbal 


*s cure. Traditional medicine was socially acceptable in China: thete 


“ho legal codes to forbid practice. ‘The prestighof 
“ traditional, medicine has gone up and down as China’ political ideology 


os aR Shas | changed. Traditional medicine was legitimized through a political 
process in the People's Republic of China. This political legitimation 
helped Western medicine professionals in China f6 accept traditional a 
medicine. Political legitimation: was out economic 
lency (traditional medicine is an inexpensive mode: of health care) ‘and 
because of patient preference. a3 China is in the precess of legitimiz- 
_ing traditional medicine globally through “sdiedtitic research. 
Indigenous Chinese ‘medical practice in Chinatown isa medical 
option that people have accepted and legitimized historically and sclaaed Ce 


through years of patronage. It is interesting to compare Chinatown with eas 
Hong Kong, where traditionalpractice is not accepted by Western 
There, do not command | political power in health 
policy making, yet.they ee without legal consequences. 
the Unite States, where Chinese-Americans“are minority, with 
te a no political power base, indigenous medicine is’ socially legitimate but 
must conceal its practice underground. ‘To gain professional legitima- . 
‘tion, traditional medicine must first be ''scientified." Western thediciae me 
-will not sanction acupuncture without scientific proofs. The increase in 
the social acceptance of acupuncture has had some political impact. 
Legislative procedures have been initiated to define the scope of acu- 


27 
puncturist practice. In California, any breakthrough in acceptance 


will mean that traditional practitioners will come out of hiding only to 
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practice under the auspices “of phy si a: The illegal status of in- 
| digenous idiot hat created problems in the past: herbalists have 
been presctutsd, . Some Chinese become chiropractors in order to 
practice herbal medicine. The illegality of their desiinortanel exposes 
| o practitioners fo-constant ¥ risks. They must be careful not to create too 


\. 
— public display with a busy office. ‘They n must charge cash for 


‘treatment and not record everything for their. income tax returns. 


isi! cannot devote their full concentration to healing. 


MULTIPLE OPTIONS AND THEIR ‘CONSEQUENCES 
ON PATIENT ILLNESS ‘MANAGEMENT 


What are the consequences of the highly available and accessible yi 


medical options in Chinatown? ‘Given so many alternatives, what 


referrents do people use to select medical care? 


COMMONSENSE MODEL. People deal with what’ is impinging 


upon them at the moment. They go for help when there is-a need. They 
do. not as a rule project into the er and. purchase future health care 
through a present insurance premium. ~ They purchase medical care 
when they have to and accofding to what they can afford. In selecting ~ 
health care, they: gq bya cost model: : “maximum gain and minimum loss. 
hi ‘They live by experience: What is the cost? How long can symptoms 
go untreated? How much the doctor cost? Bow many doctor | 
visits are needed? How is the. healing? What is the, risk of 
side effects? tow much does insurance pay? bi _ Since insurance does 
. hot pay indigenous practitioners, will the patient want to incur the 
| expense? The estimation of gain is an experiential evaluation of how 
a symptom has improved: Is the doctor competent? Does he know 
the cause of 
Having more options, a patient does not feel constrained to stay 


with a consultant who has not demonstrated effectiveness. In negotiation, 


if a patient has more options, he can break off negotiation if the con- 
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sultant does aie consider his stakes and interest. oi Patients are. 
ig ‘inclinéd to wait for only a ‘few treatments or two visits before quitting. . 
| ‘Patients do not care much if a doctor is underground, but they 
do « care ifa doctor is good. Since the medical system is not. organized, 
and: ‘patients must make their own decisions, they find it difficult to 
screen out the unethical healers. They cannot be sure they: are. seeing 
y quack until they have spent a large sum of money that does not pro- 
duce the desired results. They find that after they have been "taken" ‘ 
% : by unsafe and ‘unethical practitioners, they have no redress for their 
A patients’ is largely based on experience, 
= and he must first decide which type of doctor to see according to his 


specific illness. = study canducted by the Chinese University | 
Hong Kong on an ‘industrial population indicates that pepple believ¢ and see 
seek care from Western doctors for tuberculosis, _stomachache, hear 
disease, "throbbing" ane and anemia. ‘They prefer 


oe traditional practitioners: for sprains, broken bones, and rheumatism. 
Sie beak of patients seeking acupuncture from one practitioner had 
arthritis, neuralgia, sinusitis, and hearing problems. | 
Illness management is thus dependent upon the re ee con- 
text which a oe is aieustdened to, and the current medical struc- _ 
tural context. The selection of options * based on past experience and 
; on present subjective evaluation of pn on improvement. A com- 


-munity where multiple medical options are available and accessible | 


encourages patients to alternate to get the most effective results. . a 
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FOOTNOTES FOR CHAPTER THREE 
Chttatown, the visible Chinese community, is in the northeast 
section of San Francisco. A citizens' group reports that this area 
is divided according to the percentage of Chinese residents, into 
the core, residential and potential areas. (See the Appendix on 
population.) The core area, which is primarily commercial, is 
the small section that is known to tourists and outsiders as China- 


town. Its boundaries. are Kearny, Stockton, Pacific, and Sacra-— 


mento streets. For residents in the Chinese community, the 


commercial area has expanded to Paqwell_and Broadway on one side 
and is bounded by the righ-rises on Montgomery and California on 
the other. To the residents, who live in small apartments and sub-' 


standard rooming houses, Chinatown is a community with limited 
industrial and commercial employment, -socfal clubs, language 
schools, doctors' offices, churches; Buddhist temples, banks, 


markets, and congmunity centers. Two-thirds of San Franctsco! s 
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‘Francisco: H. J. Carle 


~ Chinese: population live in Chinatown. The rest are in different’ 


parts of the city, and notably in the- Richmond district, whe re they 


a small commercial-area. There 2 are restaurants, food 


markets, and a bank. Chinatown functions as a food depot for" the 
Bay Area Chirrese-American ‘people. 


7 
: Lee, L.-P. et al. 1969. Report of the San Francisco Shins 


Community Citizens' Survey and Fact Einding San 
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Cattell's silat of New York Chinatown describes it as sim- 


ilar to San Francisco Chinatown in its history, people, life styles, 


tempo, social organization, and demography. Abbott analyzed San 
Francisco Chinatown in a social system framework. The San : 
Francisco citizens’ fact-finding group reports facts for community 
organizations. Lyman gives a historical analysis of Chinatown in 
a framework of institutionalized racism. 


Cattell, S. 1970. Health, Welfare and Social Organization in 
Chinatown, New York City. New York: Cheney Service 


Society of New York. 


Lae, ki. et al. 1969. . Report of the San Chinese 


Community Citizens' Survey and Fact Finding Committee. ‘San > 


Francisco: H. J. Carle & Sons. | 
Lyman, S. 1970. "Strangers in the City: The Chinese on the 


’ Urban Frontier."' InS. Lyman, The Asian in the West. Reno: 
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Empire: 


B. and Ehrenreich, J. 1970. The rican Health 


.‘Ina weit: deste. Trauner beporte that as\early as 1877, 
the Chinese requested to have a hospital founded by themselves. 


‘to fruition either. After r twenty years, in 1900, the Chinese mer- 


There is an urgent need to modernize and expand the Chinese 
hospital to serve the resident population. At this time, residents - 


San Francisco Comprehensive Planning turned down requests for ee 
__a new Chinese hospital on the grounds that theré is a surplus of = 


hospital rebuilt because their hospital had a low priority in the 


‘people's living area. It was known to the people and served the 


that the convenience and accessibility of medical options increase 


facilities was that preventive medicine failed to treat children 


ower, Profits and Politics. New York: Vintage — : 


Efforts to construct a hospital were thwarted. : ‘Governmental 
sponsorship to erect or €onvert hospitals for Chinese never came ° 


chants werg finally able to organise a ‘dispensary that, ee 
Western 1 dicine and herbal care. 3 . 


Pea 


1974. , "The Chinese as. Medical in San 


Trauner, /J. 
. Chinese Historical Society of America Bulletin, 


have to-go elsewhere because they feel that-they can get nee 
care only from updated and modern facilities. As in the past, 3 
attempts to erect a. Chinese hospital have been thwarted. The_ 


hospital beds in San Francisco already; some expanded hospitals 
were located negtby. The Chinese could not get their community 


estimation of the social political body, where Chinese are not in 

a position to make policy. Immigrants will not utilize surplus beds 2 
in other parts of the city because they find communication in an 
unfamiliar culture a problem. 

Public health services were initiated in 1933 in a nurse's room at 
Commodore Stockton Elementary School to treat tuberculosis. 

Chinese’ tuberculosis. rates were three times higher than the city's | 
overall rate. The public health officer found that it was necessary . => 
to bring the services to Chinatown to render health care more 

accessible to the people. A well baby clinic followed the establish- 

ment of the chest clinic. For four decades before it moved to its | 
current location, the District Health Center had been close to the ; 


population that was growing up. Health practitioners have noted 
utilisation. ... 


Foster, reporting on public health experiences in Latin America, 
noted that the most bitter of all local criticisms of the modern 
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when they were sick. did not understand the 
goal of separating clinical treatment from. preventive ‘medicitie.. 


Foster, G. 1952. "Relationships Between,.Theoretical and Applied 
Anthropology." Organization, LET, 


Accordihe to Lui and Wong, Noxtheast Medical reg- 
istered 6000 of’an estimated 10;000 indigerits =e in the China- 
town area. 


Lui, H. and Wong, 1974. I: A Study of 
-Self- -Legitimation, Revaluation and Scientification of 
Traditional Practitioners in Hong Kong and Sdn Francisco.' 
Unpublished senior thesis. of California, P. 70. 


9. Medical. have noted types of 
elsqwhere in the Asian medical system. There are many one- 
disease specialists and specialists who use only one category of 
drugs or treatment on various diseases. 


Taylor, C.-E., Leslie, C. et al. 1973. "Asian Medical Systems: 
A Symposium on‘the Role of ( Comparative Sociology in Improving — 
Health Care."' Social Science and Medicine, 7:310. 
oe 10. Footnote 10 shown on page 101. 
Ihave observed that most client transactions relate to 
‘. drug intake schedule and payment. Ihave not heard either the 
patient ask for or the pharmacist volunteer information about side 
effects. Onthe other hand, risks-of drug side effects are a prime 
concern in lay psychology. Patients don't think of discussing the 
issue with their pharmacist. If they have not discussed it with their 
doctors, they just stop their medication when there is a question | of. 


12. Herb shop owners who are "not sympathetic to Communists" do 
not sell patent medicine manufactured in the People’ s Republic of 
China. 
13. A visitor to China reported that boiled potions of herbs have now 
been replaced by pills. These patent medicines are made from’ 

. traditional herbal formulas. They can be found in department 
stores everywhere. Chinatown merchants have quickly caught on 
to the medical culture of their motherland and saturate the market 
here with medicine. 


14. Refer to Chapter One, the section on the relation of cultural. con- 
text to health and illness. 
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17, 
. . accept Chinese as patients. Also, such institutions were located 
‘at a distance from Chinatown. Thus to go to a hospital, a Chinese - ~ 


18. 


20. 


él. 


99 
Beach, W. 1934. "Some Considezations in Regard to Racial 
Segregation in Sociology and Social Research, 


17:349-350. 


Hatha and medicines we re found in the early immigrants’ trunks 
that are on display at the museum of the Historical Chinese Society 
of America at'l7 Adler Place, San Francisco. According to Chinn, 


‘the trunks were left. by pioneers’ at the Son Loy oe -on Grant 


Avenue at the turn of the century. 


~Chinn- 1969. History. of the Chinese in California. 


San Fralicisco: Chinese Historical Society of America, Pe 18. 


H. M. Lai | "Mos? pabtic private hospitals refused to 


would have to venture out of the protective shelter of Chinatown 
and run the. risk of exposing himself to rock ‘thtowing attacks, 


Lai, -H. M. 1974 "Chinese Hospital: An Iistifution of, for. 
the January 16, 1974, 8:3:6-7. | 


Croizer, R. 1973, "Traditional asa Basis for 
Chinese Medical Practice.'' In J. R. Quinn (ed), Medicine and. Public 
Health in the People's Republic of China. U.S. Department of Health, 


Education, and Welfare, Public National Institutes 
of Health, pp. 3-21. 


F ield report from William Wong. 


The earliest news report was trom Reston, ae the earliest med- 


sek ‘report was from the Diamond team. 


Reston, J. A Prickly Panacea Called Acupuncture." Life, 
August 5, pp. 33-35. 


Diamond, D. G. 1971. Anesthesia, Western Med- 


icine in: Chinese Traditional Medicine."! Sania of American 


Medical Association, 218:10:1558-1 


Chan, J. 7. "Acupuncture." In J. R.. Quinn (ed), Medicine and 
Public Health in the People's Republic of China, p. 65. 0.6. 
Department of Health, Education, and Welfare, Public Health 
Service, National eeritares of Health. 


Time magazine ‘aneeat that ''... Doctors at several major U.S. 
~ medical centers have organized programs to study acupuncture.. 
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24, Ignoffo, R. 1974. "Chinese Herbal and Agranulocytosis. 
~~ Bulletin of the Hospital Pharmacy and the Drug Information Asslysie 
_ Service, 22: 2 of California, San Francisco. 


25. For a full discussion, see Croizier, traces ‘the ‘intellectual 


26. Lui, H. and Wong, | W. 1974. "Chung-I: .Comparative Study of 
: Self-Legitimation, Revaluation and Scientification of Chinese 


27, Ibid, pp. 85- 86. 


28. Trauner, J. 1974. -''The Chinese as Medical Scapegoats in San 


_are trying to learn more about ow Chinese cope with disease and 
provide medical care." It sai 
Medicine would be publi 


Politicians, public health officials and hospital administrators 


an American Journal of Chinese 
d. ''The editor, Dr. F. Kao, reported , 


that the journal would "try td advance cultural exchange of theories, 


September 19 


was otgenized took place in 
in San Francisco. Dr, F: Kao was one of the — 


“sympo sium on 


Time, March 12, 1973. | 


"The Chinese They Have for Nearly Every Nl. 


Wall Street Journal, March 29, 1974, Py 


2 


considerations. Traditional medicine is popular and inexpensive 


“4 


‘history of traditional medicine. His thesis on traditional Chinese _ = 
medicine is that the relationship of Western and traditional meditine 
in China is a result of cultural naturalism and pragmatic political 


to operate. 


Croizier, 1968... Traditional Medicine in Modern China. 
Cambridge: Harvard University Press. 


Traditional Practitioners in Hong Kong and San Francisco." | 
senior thesis. University of California, Berkeley, 


Assembly Select Committee on “Health manpees Hearing on: 
Acupuncture, October 19, 1972. 


Francisco.'' Chinese Historical Society of America Bulletin, 
9: ll. 7 


Chinn, T. (ed). 1969. A History of the Chinese in California. 
San Francisco: Chinese.Historical Society of America, p. 78. 
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- 


reported that had purchiied health insurance 


after being take sick without insurance. They had drained these 


savings, and learned from bitter experience. 


30. See the Aicusaion on Strauss' Aegotiation model in the section on - 


we 


behavior in Chapter 


“Patients consultants according to “their “They 
have classifiéd consultants from empirical observation of success- 
fal treatments: certain illnesses are cured by modern medicine, 


_and others can-only be cured by indigenous medicine. There are 


some illne’sses that have no treatments with conclusive proofs, 
and so both types of consultants must be tried alternately. The 
pragmatic: _approach to consultation has been observed cross- 
“culturally by Jelliffe among Africans, Jaspan among Southeast 


_ Asians, Adair among Navajos, and Simmons among Mestizo 


Indians. 


‘Jelliffe, D. B. and Bennett, F. 1960. "Indigenous Medical 
Systems and Child Health.'' Journal of Pediatrics, 57:248- 261. 


-Jaspan, M. A. 1969. Traditional Medical in Southeast 


Asia. Hull: Unive rsity of Hull. 


10. 


Adair, J. 1970. The ‘S Health. New York: Appleton- 
Century-Crofts. 


Simmons, O.- 1955. "Popular and Modern Medicine in 
Communities of Coastal Peru and Chile.'' The Journal of American 


Folklore, 68:267:57-71. Also reprinted in D. Apple (ed), 


Sociological Studies of Health and Sickness, pp. 69-87. New York: 
McGraw-Hill. | 


I made this survey from the telephone directory, the Clamber of 
Commerce directory, ethnic newspaper advertisements, and a 
walking tour. There are no doctors' offices in the Richmond 
district, but there are indigenous practitioners in that area. 
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THE SOCIAL STRUCTURAL CONDITIONS OF THE CHINATOWN 
MEDICAL SYSTEM FACILITATE PEOPLE'S TRYING. OUT.. 
_THE MEDICAL PHENOMENON SHOWS THAT: 


(1) THERE IS A: BICULTURAL HEALTH-CARE SYSTEM 
oe originating in China,. perpetuated in the United States due to 


various sociopolitical conditions in history and in our times. 
EASTERN AND WESTERN HEALING SERVICES CO-EXIST. 


MEDICAL GOODS AND SERVICES MINGLE. WITH COMMERCIAL 
GOODS AND SERVICES IN THE WORKING AND LIVING QUARTERS. 
One finds doctors' offices near the post office, near food stores, © 

and among social organizations like the family association. One 
finds indigenous practitioners' offices along major thoroughfares 
as well as-among residential apartments hotels. 


(3) THERE IS A CHINESE LEGACY: herbs and toad are both used : 
in daily vi as well as in healing. One can-purchase both in 
food stores. Herbs can be purchased with a or 
with a. -practitioner’ presc ription. 
(4) , THE MULTIPLE _MEDICAL OPTIONS HAVE BEEN AN, ENDUR- | 
STRUCTURE OF THE CHINESE-AMERICANS' DAILY LIVES. 
'., They are taken for granted, routinized: one tries out from option 
, to option when one gets sick. Patent medicine can be purchaséd | 
in various stores or from herbalists. Like herbs, patent medicine 
is part of living: merchants in seenateres suggest customers buy ~ 
- the medicine as "appropriate gifts," 


(5) INDIGENOUS MEDICINE (ACUPUNCTURE, HERBAL MEDICINE, 
— * AND BONE SETTING) IS THE LEGITIMATE HEALING MEASURE 
IN CHINA AS WELL. AS IN THE MINDS OF MANY CHINESE-. 
AMERICANS. TRADITIONAL CHINESE MEDICINE IS FOREIGN 
AND UNSANCTIONED IN THE UNITED STATES. : 
To continue to serve Chinese-American clientele, indigenous 
3 practitioners must remain quasi-underground. Some advertise or 
publicize only in Chinese. Others.have. become chiropractors, and 
. are thus legally sanctioned to practice. Whereas common patent | 
medicine is sold in stores along with food and other merchandise, 
uncommon patent medicine is sold, but not meearee. in commer- 
cial stores or in residences. - e 


NOTE: In the uihevies photographs, names have been removed or disguised to preserve research 
anonymity. . Total anonymity is not possible because many readers are already familiar with the 
Chinatown surroundings. The exteriors of buildings and newspaper contents are public information. 
Pictures of indigenous practitioners or of stores in buildings that can be identified will not be shown. 

As a researcher, I choose not to expose the practitioners! legal liability. | 
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EASTERN AND wearkan MEDICAL GOODS 
AND SERVICES Co- EXIST 


» 


AN HERBAL STORE 
RIGHT NEXT TO 
PHARMACY. 


A PHARMACY _ 
ALA AYERICANA 
SELLING MUNDANE 
GOODS ALONG 
WITH DRUGS. 
ONE PHARMACY 
SELLS. JAPANESE 
.. PATENT MEDICINES 
AS WELL. 
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104 
(2) MEDICAL GOODS AND SERVICES MINGLE WITH i 
COMMERCIAL GOODS AND SERVICES AMONG 
PEOPLE'S WORKING AND LIVING QUARTERS © ee 
WESTERN: PHYSICIANS WITH OFFICES IN A FAMILY 
: | 
& 
‘ 


AN ACUPUNCTURIST SHARING AN ENTRANCE WITH A 
JEWELRY STORE. ONE COULD HARDLY EXPECT TO 
Ss LOCATE A HEALER WITHOUT LOOKING HARD. 
5 


; 
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WITH AN OFFICE ABOVE A FOOD MARKET. 


LA TWO PHYSICIAN OLD-TIMERS WITH AN OFFICE ABOVE A POST OFFICE. 
ANNOUNCEMENTS ON SCHEDULE AND ON PHONE ARE BILINGUAL. 
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WESTERN MEDICINE CONGREGATES ON THIS STREET: THE ONLY - 


_ HOSPITAL IS ON ONE SIDE OF THE STREET AND 
_ MEDICAL BUILDINGS ON THE OTHER. 


» 


BETWEEN MEDICAL OFFICES, IN LARGE BUILDINGS AND STORE FRONT 
OFFICES (NOT SHOWN), ARE APARTMENTS AND FOOD MARKETS. 
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| (2) Continued 


__A POPULAR PRACTITIONER HAS HIS NAME, INSCRIBED ON THE 
ENTRANCE GLASS DOOR AS WELL AS ON A PLAQUE 
OUTSIDE HIS APARTMENT ON THE SECOND FLOOR. - 


A PRACTITIONER "SPECIALIZED IN TREATING HEMORRHOIDS" 
ANNOUNCES HIS LOCATION ON A SMALL PIECE OF 
PAPER ABOVE THE DOOR: "ROOM #__." 
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BOTH OF THESE INDIGENOUS PRACTITIONERS ADVERTISE IN 
THE NEWSPAPERS-AND PUBLICIZE THEIR LOCATIONS 
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108 
| STREET CORNERS ON. 
GRANT AVENUE. 
; THERE ARE FIFTEEN 
ETHNIC NEWSPAPERS 
INCLUDING ONE DAILY 
NEWS. PRACTITIONERS 
AND DRUG ADVERTISE- , 
“MENTS OFFER A 
VERITABLE DIRECTORY’ 
FOR HEALING OPTIONS. 
* 
_from Hong Kong"; ALtS 


"Hemorrhoids, Insomnia, 
Asthma, Inquiries Welcome"; of 


.“Mail Inquiries on Illness Welcome"; "Residence Located in Herbal Dispensary." 


DRUGS: “Prevent Blindness! ! Overexertion, Decreased Vision, Weakened Body, Tearing from 
Fatigue, Unclear Vision, Tiredness and Listlessness, Obstructed Eyelids, Insufficient 
Smegma: Promptly Ingest Su 
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| | (3) A CHINESE HEALTH LEGACY: FOOD AND HERBS ARE 
| USED IN- EVERYDAY LIFE FOR HEALTH AND 
PROMOTING HEALING IN SICKNESS 
A TYPICAL VEGETABLE MARKET WHERE HERBS ARE SOLD 


COMMONLY USED HERBS FOR SOUP ARE SOLD ALONG WITH OTHER | 
| DAILY STAPLES: SOY SAUCE, VINEGAR, TEA, EGGS, ETC. ene 
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, (4) IT IS TAKEN-FOR GRANTED AS AN EVERYDAY | 
-. PHENOMENON THAT ONE FINDS BICULTURAL 
GOODS OR HEALTH AND HEALING ITEMS IN 


THE SAME: STORE 


_* MEDICINAL SPIRITS ARE PART OF THE HERBS USED FOR HEALTH 
‘SUPPLEMENT. OTHER ALCOHOLIC BEVERAGES PROMOTE APPETITE. 


FOOD COUPONS CAN PURCHASE GROCERIES IN THIS STORE. 
THE STORE ALSO SUPPLIES A VARIETY OF PATENT : 
MEDICINE FROM BOTH THE PEOPLE'S REPUBLIC OF 
‘CHINA AND THE REPUBLIC OF CHINA ON TAIWAN. 
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THE SAME STORE 
SUGGESTS THESE FOR 
FINE GIFTS: | 


1. Three-Whip Pill ( for lack 
of sexual prowess, weak 


heart, anemia, chilly 
insomnia). 
2. Blood-Building Pills © 
( post~-sickness lack of 
blood, weak blood). 
3. Ginseng-Deer Antler 
Pills (weak heart, 
fatigue, perspiration). 
4. Ginseng Pills. 
5. Hemorrhoid Pills (both internal and external). 6. Chin (Dynasty)-Gentry Secret Formula, Ginseng- 
Deer Antler Pills (sexual weakness, blood and hay insufficiencies, ringing ears, blurred vision). ‘ 
7. Yuen-Nan White Medicine (external injuries, bruises, chronic stomach pain, swollen, painful throat). 
. 8. Grand-Toad Tonic (weak nerves, sore back, bone aches, chilly insomnia). 9. Poison Neutralizer 
(flu, fever and chills, sore throat, sore limbs). 10. Sexual Tonic (body cold, impotence, dreams and 
premature ejaculation, irregular menses, excessive white drainage). -11.-Lactating Tonic. 12. Fetal 
Preservation Pills (prevent threatened abortion). 13. Snake Gall Bladder-Herbd Pills (infantile convulsion, 
long cough, obdurate illness, shortness of breath, "Foong illness" with vomiting blood). 
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(5) INDIGENOUS MEDICINE 


HERBS ARE A WAY! OF LIFE FOR MANY; THEY ARE USED FOR 
PROMOTION AND PRESERVATION OF SOUND HEALTH AND FOR 
HEALING SICKNESS. HERBAL FORMULAS CAN BE SELECTED, 
BORROWED FROM FRIENDS, OR OBTAINED AS A PERSONALIZED 
PRESCRIPTION FROM AN HERBALIST. HERBAL STORES ARE’ 
‘EQUIPPED’ WITH UNLABELED DRAWERS FILLED WITH NATURAL 
INGREDIENTS (BOTANICAL, ZOOLOGICAL, AND MINERAL). 
PRESCRIPTIONS CAN BE MADE FROM A COMBINATION OF RAW 

PROCESSED PARTS OF ANIMAL (MAMMALS, REPTILES, 
INSECTS), OR MINERALS. 
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LEGITIMIZING IN THE AMERICAN SOCIETY: BECOMING A. 
CHIROPRACTOR WHO DISPENSES INDIGENOUS MEDICINE. 


ANTLERS: MEDICINE AND SYMBOL OF 
| : FULL LIFE AND WELL-BEING. 
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: —, ADVERTISED DRUGS MAY BE SOLD IN SOME UNLIKELY PLACES, 
IN A GIFT CENTER. 
"WONDROUS DRUGS" CAN BE PURCHASED BY PHONE CONTACT 
IN PLACES LOCATED IN QUIET NEIGHBORHOODS. | 
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CHAPTER FOUR 
"BALANCING: A TRADITONAL CHINESE 
HEALTH AND ILLNESS CONCEPT | 
INTRODUC TION 


, The Chinese-American folk concepts of health and illness that I 


will ‘aete ribe are. gathered from interviews. Some respondents asked 


me to read books on Chinese medicine if I wanted to learn about the 


I explained that my research was focused on - 


Chinese way of ‘thinking. 
what people believe in rather than on official medical teaching. At the 
—— of my initial interviews, I had scant knowledge about folk medicine. 
Later, when I compared the folk concepts with professionalized tradi- | 
tional. Chinese medicine, the former emerged as an abridged and simpli- — | 
fied version of the latter. In our daily saidhiat we manipulate a few 

_ variables | at a time to deal with. practical. matters- it is no “surprise 
that the lay person's concepts of folk medicine are “simple. ' Traditional | 
Chinese medicine has evolved over two thousand years; its origin is 

‘ shrouded in legend. Its development was interrelated with the intellec- 

tual and political Aniiubodmnent of the country, and it reflected the 


"world view of classical China"! My analysis of the data shows that 


a 
al 


the folk concepts concur with the classical world view derived from 
philosophical teachings. | These philosophical concepts are totally 
operationalized and taken for granted in people's daily lives. The dis- 
3 cussion of this chapter will examine: first, the Asarice Chinese world 
. view, which is the foundation of both the medical and folk systems; 
second, the Chinese medical frame of reference: and third, the folk 
esecente of health and illness laymen use and the knowledge upon which 


their explanations are based. Finally, I will discuss the role of folk | 


health and illness concepts. 
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‘THE CLASSICAL CHINESE WORLD VIEW | 


-IDEALIZING NATURE. The Chinese wat thd 


background of people's observations of nature: nature ordered and con- 


trolled natural events, and thus became idealized. The Taoists 


made-a sharp distinction between what is of nature and what. . 

is of man, the natural and the arificial. According to them, 
what is of nature is the source of human happiness and what 

is of man is the root of all human suffering....the Taoists— 
maintained that the highest achievement in the spiritual 
cultivation of a sage lies in the identification of himself 

with the whole of nature, i.e., the universe. ©” 


3 The Confucian view of this matter is similar: 


The Chung Yung says: ‘what Heaven contixs is called the 
‘nature, | The following of this nature is called = Way 


The Confucianist believes the law of mundane life is to nature. 
‘Whether. eating or: drinking; maintaining. ‘human relationships, or 
peer an moral virtue, one is to follow the Way. All nee may. 
change, but the law of nature remains constant. , 


Nature (T'ien, Heaven) operates with constant regularity. 
‘It does not exist for the sake of (sage- emperor) Yao nor 
does is cease to exist because of (wicked King) Chieh. 
Respond to it with peace and order, and good fortune will . 
result. Respond to it with disorder, and disaster will 
follow....If the Way is cultivated without then 
Nature cannot cause misfortune. 


~ : The goal of living is to be one with nag _The Way is the means to 
achieve it. In philosophical thinking, is a symbolic ideal. To 
identify with nature and to follow the Way, there are concepts that. 
operate as These concepts are abstract, but they 


lay down criteria which can be seen in the following discussion. 


MAINTAINING HARMONY. To become identified with the Way 


‘is to reach unity with nature. ~The Confucian doctrine of Chung Yung 
( vg It ) is the doctrine of the mean. | 


By Chung (central) is meant. what is not one-sided, and Yung © 
(ordinary) is meant what is - 
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fa behavioral terms, it means: 


: 
correct path of the world ung is definite prin- 
ciple of the world. > 


Confucian doctrine teaches the rules for social intestine The 


doctrinal concepts must be translated into behavior: The doctrine of 


the mean ‘conce rns reaching harmony or equilibrium. ee in 


a 


Before the feelings | of pleasure, anger, sorrow, and joy 

are aroused it is called equilibrium (Chung, centrality 

mean). When these feelings are aroused and each and 
all attain due measure and — ‘it is called harmony. — 


‘Harmony mearis a state ot equilibrium, as wellasa state of rectified : 
| disequilibrium. | To maintain harmony, one either preserves harmony 


by not disturbing the equilibrium, or if it is disturbed, one harmonizes 


it again. To preserve harmony means to behave and perform neither — 


_ too much nor too little, i.e., — the ign amount. Fung points out 


that Confuci iani sts 


often use the word Shih (time or timely! in conjunction 
with the word Spang, 2 as in the term Shih SE 
(timely mean). 


One should keep emotions as well as anata relationships harmonious. 

, ‘Harmony means reconciling differences and moving toward a unity. 
This concept can be seen in the Yin Yang philosophy, which was develop- 
ed later. Indeed, the focus of Chinese medicine is on reaching an 


equilibrium. 
THE CHINESE MEDICAL FRAME OF REFERENCE 


| THE EVOLUTION OF CHINESE MEDICINE. Croizer notes that 


the Chinese had evolved a rational medical system (versus the magico- 


religious supernatural system) by about 200 B.C., and established a 


distinct secular medical profession between 197.B.C. to A.D. 205. 4 


Palos differentiates the evolution of Chinese medicine into five epochs 


based on its relationship with various philosophies: 
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_ (1) Simple empiricism; (2) formulation of theories; © 

| (3) development of experience and theories; (4) diver- 

& gence between theory and practice: and (5) reconstruc- 
tion and synthesis. 


“We are concerned — the philosophical foundations of Chinese 
medicine: | 


The author of a Chinese text on medical concepts observes that 


| Chinese medicine is deductive and philosophical. ‘It is based on intel- ~~ 
2 lectual interpretation and intuitive practice. ‘A single theory explains : : 
— multiple. phenomena.” Its philosophical concepts-are similar to those — 
| ‘expressed in the Yin Yang school of thought. - The classical text of | | 


Chinese Medicine, the Nei-ching an attests to the importance of 
these philosophical concepts in the medical frame.of reference. 

| | According to Fung, there were two lines of thought in ancient 

= ~-China that tried to interpret the structure and origin of the unive rse 

in terms of natural forces. Yin-Yang concept originated 
with the occulists, whose arts included astrology, almanacs, the Five 


Elements, divination, cand the: system of forms. The Medical system 


took cosmology as we saat foundation. It transferred philosophical 
‘aspirations to goals for health. The sage identifies with nature. The 


highest attainment in health is virtuous long life and wisdom. 


THE DIALECTIC BALANCE. The cosmological concepts of Yin 
and Yang are dual forces in a dialectic interaction. Nature is a reflec - 
tion of the moving balance of these two principles. The sky and sun 
are Yang. _The moon and earth are Yin. Yin and Yang coexist in the 
universe. A Yang state is where Yang shows predominance. When 
Yin exceeds, there is a Yin state. The two states fluctuate: as one 
rises, the other recedes, and vice versa. The dynamic relationship 
of wax and wane'is parallel to the concept of Tao. The Book of Changes 
deals with the concept of Tao: 


When the cold goes the warmth comes, and when . - 
warmth comes, cold goes. 
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“Reversal is the 1 movement of means that when an excess is_ 


reached, there is a reversal. 


Yin nd Yang represent different qualities: Yang represents 
tt masgculini y, activity, warmth; light, south: and odd numbers. Yin- 
‘signifies femininity, quiescence, coldness, darkness, north, and ~ 
even numbers. When Yin and Yang are balanced, there is harmony, — 
whereas an imbalance leads to disharmony. 
When these symbolic categories are used to interpret medical 
= phenomena, the Yang state, an excess of Yang, symbolizes — > Ee. 
activity, and hence hyperfunction. A An excess of Yin means hy pofunc - 
tion. ? A modern interpretation of Yin and Yang in pay siciogical 
terms would be the interrelationship of the sympathetic and para- . 
sympathetic nervous systems. An excess of Yang is ovérstimulation 
of the s}inpathetic system, and of Yin produces vagotonia. 
“Chinese: medical treatment is based on the principle ofa Yin and Yang 
balance. To correct the imbalance, treatment involves tonification. ae = 
Stimulating the lack; or sedation, reducing the excess and achieving | } 


| THE CONCEPT OF NATURE. The Five Elements are primor- 
dial: wood. — earth, ‘metal, and water, They are not just physical 
elements, but symbolic categories which represent a unit of five ele- 
-ments or agents. The universe is classified into five ‘planets, seasons, 
7 directions, winds, climates. sounds, colors, nin flavors. The same 
number structure i's used to classify man's internal organs, external 
surfaces,. and orifices, as well as emotions. *" The Five Elements, 
together with the numbers from divination, classify aatiaiid and man 
19 


as a means to order and explain them. 


eel --—.—s Ordering and categorization are characterized by the use of 


numbers and correspondences to demonstrate velationshive.” Their 


_ purpose is to lend explanatory power. However, the use of numbers , | 
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for classification seems to help organize rather than to quantify and’ | : 


, 
‘ 
et 
‘ 


express empirical data. che 


_For instance, Nei Ching explains the ; 


female developmental process in a numerical progression: 


. The development of the woman: at the age of sevenher - ~~ 
- teeth and hair grow longe r;- at fourteen she begins to 
‘menstruate and.can bear children; at twenty-one, she a 
is fully grown and her physical condition is at its best; 
at twenty-eight her muscles are firm, : her body is. 
flourishing; at thirty-five her face begins to wrinkle | 
and her hair begins to fall; ‘at forty-two her arteries 


“begin to harden, and her hair turns white; at forty-nine 


: she ceases in menstruate and she is no Fartinnie able to - 
children. 22 


The application of these is some practi- 


tioners continue to use correspondences for illness explanation. The 


logic of such categories seems more arbitrary than explanatory. 


| An author of a modern ‘text on Chinese medicine admits that the cor-- 


respondence categories are forced and antiquated. ”. 
The methodology of Chinese medicine is that of { discovery and 


classification. The ' ‘canonization of medical classics with sagely 


authority has discouraged clinical and theoretical advancement. 


‘Categorization helps Erechanars to organize clinical data, but is 


not a vehicle for analysis. | 


Huard and Wong note the lack of temporal and contextual com- © 


parisons in the Chinese medical system. The system is an accumula- 


tion of various texts collected through history as separate units. No 


comparison between different chronological developments is made. 


Huard and Wong attribute this to the characteristics of the Chinese 


language, which "pursued the concrete with a tendency towards un- 
limited singularization of its monosyllabic word.'' They believe that 
the Chinese were "unable to create abstract and fundamental words 
favorable to the operations of thought. nee 

The Chinese medical system embraced chilosophical tenents and . 
a literary style to order medical knowledge like the traditional scholarly 


gentry. It is my hypothesis that this is why the system lacks analytic 
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power, and is expressed in nuinbora ‘categorizations, and corres- 


based on feeling p 
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" pondences:. ; The accerit is off sensitivity to aesthetics rather than 


logic. As medicine developed, some medical: professionals aligned 


themselves with the schol ty iad rather than with empiricism. 


ps 
THE CONCEPT. OF THE’ BODY. The Five Elements ‘ah Me ) 


and Yang symbolize a dynamic movement of the forces in nature and. 


in the body. Man is seen as a microcosm of the universe, the macro- 


cosm. The principle of balancing the dialetic forces is applied to 


-- attain body equilibrium. Yin and Yang’ are forces and energies that 


are reflected in nature. Objects and matter in. nature have innate 
energies. The form of energy enters the body as Chi ( my ; Hay in 
the folk term)- and moves —— the body. Chi enters the body through 


= the orifices (mouth, nose, ears) and follows a definite pattern, moving 


along the Ching’ (meridian $2 ), which spreade all over the body. 


Chi also pag ses from organ. to organ at certain times of the day. 


: At these times, treatment directed to the organs is. most effective. 


Blood, like Chi, circulates within the body. The concept of 
Blood is very important ‘The refined technique of pulse diagnosis is 
which represent different parts of the 
internal organs. PE from normal indicates an ailment in 


organs. 


FOLK CONCEPTS OF HEALTH AND 


The folk concepts gathered from. my fieldwork can be separated 


“into: (1) operating principles according to which people act, (2) negedl 


cepts about the body and its interaction with the environment, and 


(3) concepts about disease causation. 


OPERATING PRINCIPLES. The three principles of daily prac- 


tice that emerged from the data are (1) balancing, (2) harmonizing, 


and (3) supplementing. Laymen do not think in philosophical or med- 


ical frameworks. These behavioral principles are passed down from 
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generation to generation. 


‘BALANCING isa unifying concept which 
charmony and supplementing deficiencies. Balance is, by definition, 
as nonexcessive. People who attempt to balance often refer to a use:o 
moderation. In colloquial terms balancing means, "Don! t do too 
and ''Be sure to watch out." 
Moderation is not related only to prese rving health or preventing 


‘It ié. a guide for daily living. The of the doctrine = 


“. the mean requires that. Moderation is not'more, nor less, but jus 
| right. A woman recalled how her parents used to warn. her: 


"Everything in moderation! I guess my parents : 
_ that down to me. I instill some of it in my children...a 
sense of moderation... but not to the extreme!'' she 
laughed. ''Don't anything in either direction 
you don't throw your system out of balance and cause 


HARMONIZING ) is eine something that will retain 
or create the ideal state of harmony (woh #0 )., Aga rule, people refer ee 
| to harmonizing with food rather than with philosophical means to 
attain peace of mind and a spiritual state. 
| Harmonizing can mean doing since to enhance harmony. 
| A common household practice is to brew soup with specified herbs asl 
~ gustain a balanced state. Sometimes food that are considered Cold . 
(an can be harmonious by additional gentle oucking 
to neutralize the Cold quality. One takes harmonious measures curing 
symptomless or susceptible states to insure health preservation. | 
Harmonizing has a soothing quality. People take certain measures 
to soothe their bodies, e.g., the throat (yurn how ica Az ) or the 
lungs (yurn fay LA Ay ). ‘Many patent medicines and tonics aim to 
produce soothing, balanced effects. This is particularly important 


. during cold weather, when one is more susceptible to illness. 
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SUPPLEMENTING (poathl is the laymen's_ term for restora-_ 


tion or tonification. It isa ‘popular ‘concept: keeping the body’ fit. 


Supplementing means counteracting deficiencies before or after one 
notes a lack. Taking action involves using tonic herbs or food. — 
want, to inc rease their supply of energy (poa hay ih RL) and Blood 
(poa boat w ). Increasing energy is frequently relwrved to as 


In order. to keep the body in sound condition, . the comparable 


animal body parts are taken. | Animal brains and hearts will supple- 


ment men's brains. and hearts. ey Supplementing to counteract deficien- 


cies is common. Sometimes people feel they are constitutionally weak, 
or have overexerted. After an illness, it is necessary to convalesce = 


and rebuild body resistance. Combinations: of food and he rbs are taken 


to promote healing. | After a surgical pean: one takes.food and 


herbs to. help heal wounds’ (sau how 


THE BODY AND THE ENVIRONMENT. The interrelation of the 


: body and the environment is a concept similar to the teachings of tradi- 


tional medicine. People try to keep healthy. However, external in- « 
fluences are constantly interacting with the body. ‘If the omereal con- 


ditions are adverse, the body may succumb. 


THE INTERNAL STATE. The body is expressed in terms of 


abundance or a deficiency of Hay (energy, breath, or spirit. 4) and 


Blood (yb, ). Abundant energy and blood is healthy: the body can 
resist illness. The body view is deterministic: certain characteristics 


are inborn. One may not be born with plentiful Hay or. Blood. One is 


endowed with a tolerance or lack of tolerance for external elements, 


and therefore can be "always iedicéustiha or ''never very strong." 


The Chinese expression for this insufficiency is "'unendowment"’ 


CONCEPT OF HAY ( Unlike the Chinese medical- 
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es philosophical concept of an invisible force that circulates in the body, 
a Hay is known through experience. It is the air that one ‘breathes. | 
“When one is and healthy, one is energetic (hay tsung 
Advanced age causes people to: have diminished energy (hay york | 
A lack of Hay!means that one cannot work as hard as | 
wishes for a certain duration. Fatigability is due toa lack of Hay. 
When people are asked to describe what they mean " a lack of Hay, 


| they invariably say shortness “of breath. 


) "You cannot walk up the stairs or walk many blocks ~ a 
without. huffing and. puffing.’ (Field 


Sexual function decreases with a waning Hay. After an illness, Hay is 
low. In “either case, one must supplement and restore with tonics, 


food and he rbs. 


> 


ee CONCEPT OF BLOOD ( ). Blood performs vital | 
| “functions. Blood frequently signifies a state of health and resistance 
| to illness. is ‘conceived in conjunction with. Hay, —and is used 


represent the state of health. People are described as having ‘etrens 


plood" or. "weak blood. Like Hay, its and quantity is influ. 
enced by age. People who overwork may become anemic (ping huet 
qj we ). They should get a | supplement through food or injections. 
a Blood supplement shot (poa huet tsum vz )isa common 
practice in Hong Kong. The more enlightened are aware that iron and 
liver are proper for Blood. 
| Certain types of blood are undesirable: blood clots or hematoma 
(yu huet BS ) and dirty blood (bye huet RL w ) ives menstruation 


or childbirth. One should take herbs to dispose of blood rejected by | 


the body. Blood clots can be removed by surgical procedure. The 
retention of blood, postpartum or postmenstrual, might cause ''con- 


tamination'': a dirty state which can cause illness. 


A woman with massive bleeding explained that it was 
probably because she had not gotten rid of the dirty Blood. —~ 
She believed that was the reason she hadtrouble with = 3 « 
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sub sequently. 
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visibly taking Blood from the body. lowering its POSLEtRECE, 


, ‘Mr. N. reported that he had many blood tests. ~ which 
| ‘worried him. His doctor explained that the blood that 
< - the technician took away would be replaced by the body 
twelve hours, He was relieved. ''The blood that 
~ | was — this nn I'll get it back in the evening." 
(Field notes) 


THE CONCEPT OF HUAY, OR DEFICIENCY 
Deficiency canbe caused by a long- term illness or by an inborn lack. 

Someone who has a . deficiency is pale and has no energy; a man cannot 
“perform sexually and a woman cannot conceive. Huay is a state of: 
- poor health: a lack of Hay and Blood. A deficient person must supple- — 
ment diligently and ray even have to see a healer for strengthening - as | 


Poititing 4 nom-Chinese woman who was having much 
pain in her face, jaw, and lower back, and who seemed 
_ tense, a Chinese man commented that she was very 
(huay ). 


| People. who have psychosomatic illnesses refer to themselves as 


(Field notes) | 


having a deficient ae | state. nee 


SPUTUM vie Tk ). It i is important to dispose of this bodily 
product. Sputum is looked upon as undesirable and as a potential 
threat. People with a rural background can recall experiences of the 
fatal effect that sputum had among old folk: sputum caught in the throat 
(tsung taam ¥ Je ) was thought to be a cause of death. Perhaps people | 
who believe this have observed the failure of the cardiac and respiratory 
systems, causing a collection of mucus in the latter and thus loud . 
ebetvacted breathing. “Symptoms of congestion in the throat or chest 
- conjure up images of danger. Thus, one patient who noted an unpro- 


ductive cough like ''sputum pushing up'' (yu taam ting tsu # B 1% 


| It is undesirable to deplete one's Blood. : blood for tests. means | 
j 
\ 


and Yang are ‘polarities. Hot and Cold are that are regulated: 


The properties ef Hot food are spiciness and pungency, therefore - 
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promptly consulted a doctor. “Many herbal and patent remedies stress 
that they are effective for dissolving. sputum (fa taam AG TR) ). People 


want to eliminate the root of their symptoms. 


‘THE HOT-COLD CONCEPT (yi hay liang or horn 


| RK P The Hot-Cold concept is the most popular folk concept involving 


balancing. In daily usage, laymen do not speak of Yin or Yang. Yin 


so there is no excess of either. 


* 


“The Hot concept (yi hay hu): Although most Chinese-Americans 


are aware of the term or the application of the Hot concept, "second- or 


 third- -generation Chinese-Ame ricans vary in the extent of their knowledge 
_ of it. ‘Those who feel they do not know what” it really is. can nevertheless = 
identify its source and cause. Hay means (1) "fried foods and rich 


— foods" (source), and (2) ''eating too much fried foods or rich foods" 


Older, first-generation Chinese are able to classify a number of 


foods: as Hot not only by the way they are prepared but by their types. 


pepper, curry, and chili cause food to be Hot. A majority of first- 
generation Cantonese can identify the consequences of eating Hot food 

in excess. The consequent state of the body is not considered patho- | 
logical enough to justify consulting a doctor. The body manifestations 
are many; some people can name only a few, others can describe 

more. The common manifestations are dry mouth (how guan ©@ by ), 
dry nose (bay tsue ¥ ky ), and dry throat (hou guan A% 25 = 

all indicating dehydration. Young Chinese-Americans explain that . 
acne is probably due toa Hot condition: eating rich food like chocolate 
causes acne. They apply the Hot concept to their American experiences. 


There is an additional list of Hot manifestations which many first- 


generation, older Cantonese with rural i A are familiar with. 
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manifestations are red eyes, coated torigue (lay toy 
guess sores, coughing with dark vellow sputum, and painful constipa- | 


tion. Other causes of a Hot condition besides Hot food are 2 poor “errs 


tion, overexertion: and lack of. sleep. 
- Those who firmly believe in the Hot-Cold concept explain that | e 
people have an inborn wissen for or tolerance to Hot food or a Hot 
condition (sau tuh Yi 4h.) When they eat Hot food, they are 
not greatly affected. Some people have an extended explanation about | 
"China is a vast country. ’Eating habits are different. 


The northern and central Chinese use chili a great deal. 
_ Their foods are spicy. The northern and Schetwan 
_ people live in an environment with snowy mountains. 
They a water and that water is by nature cold. 
They therefore need to eat more Hot food. Wein © ee = 
fe Canton are ina warm country. The weather and the . - 
dee soil are different. We don't eat as spicy food types as 


they to." . (Field notes) 


The Cold concept (liang 7% or horn Le _): Not too many people j 


can identify what a Cold condition is unless they associate it with — 
balancing Hot. They know it is net desirable and should be avoided. 
Few can identify the foods which produce a Cold condition. The most 
common knowledge involves the different kinds of foods used to ‘balance 
a Hot condition: imperatae and Sugar cane tea (mau gun tsook tsey 
), water. cress or winter melon soup, tofu or chrysan- 
themum tea: Some Cold foods one should avoid are various fruits and 
3 vegetables, like mustard greens and bok choy. Cold weather causes a . 
Cold condition, and therefore it should be avoided. | 
Minor Cold manifestations are (tow one and 
blurred vision (ngan far 9x 4 ). Old people are susceptible to 
‘ * Gold conditions: if they eat a small quantity of vegetables, they can get 


a Cold condition. A cold and damp climate can also cause Cold symptoms, - 


» a woman described her husband's illness: 
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"He was exposed to the cold weather. The Cold element 
got into his lungs. It is a case of Cold in the lungs (sau 
horn yup fay & RA AP ). He is all plugged up now 

and cannot breathe. We were afraid that he had — ; 
pneumonia.'' 


(Field notes) 
THE EXTERNAL STATE. Adverse environmental forces are 
preconditions for illness. Extreme clithates (hot or cold), winds (cold, 

oS north winds), and dryness or dampness should be avoided. People 

should watch out and take care not to be exposed to these conditions. 

If they must be exposed,. it should be for only a short time. These 

commonsense ideas about the weather and illness susceptibility differ. 
“from the medical text concept, which classifies symptoms according 

to the Five Elements categorizations. Thus, in spring there are more | 
: “hemorrhages; in summer, eer in autumn, fevers; and in winter, 


| paralysis and fits. 


MAN'S ROLE IN PRESERVING HEALTH ae LONGEVITY. 


a continuous activity life. Most traditional 
folk concepts are carried out through people's management of food: 

; they mix the proper types to create a balance. Food has a regulatory 
function over and above its nutritionous function. The use of the right 
classifications of food and herbs in different seasons and at different 
locations is actually a- rudimentary practice of preventive health. The | | 

| ' concept of balance is so deeply incorporated into daily practice rae, 
a prevention is taken for granted. ae 

Improper food intake may create an imbalance. Some foods are | 
believed to be poisonous, i.e., they contain agents that cause > undesir- 
able conditions. People who are Westernized call a food allergy a 
"food sensitivity'’ (ming gum HL ey. A lesssophisticated person calls 


' foods that cause adverse reactions ''poisonous.'' These are foods that 


one must stay away from (gay Z. ) in order not to jeopardise one's 
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Food and herbs are closely related to one's state of health. Eating is 
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health. Food and herbs can have a restorative ction as well. 
Diffe rent herb combinations are taken to supplement the body to pro- 


~ 


mote a healthy condition. 


ee The classical medical attitude toward food and drink is temperance. 
Confucius advised d 


: _aetait’from rice which had been injured by heat, damp- 
x i ness and turned sour; ...and what was discolored; | what 
~ was of bad flavor; anything not in season. 


Ifa manis irreguler-in-his” sleep, intemperate in his 
eating, and immode rate in his work, . sickness will 3 
kill him. 39 | J 
‘Traditional medicine recommends the cultivation of the body and 
. the spirit to attain a healthy state. Pien ( « ) says the way to preserve | 
healt# and prevent premature aging is to be moderate. He advises 
_ people to avoid adverse climates and simplify living. : 


: Do not allow yourself to be overtaken by joy or anger; 
: and do not take to heart gains or losses, so you can 
ean area _ reach internal peace. Work when the sun rises, rest 
7 upon sunset. Never overexert yourself. Do not force- — 
fully pursue unattained wishes’ Enjoy food and drink; . 
dress warmly; and do not worry. You can thus become | 
a old without fooling inte rnal weakness. 31 


DISEASE CAUSATION. When people seek to ‘icieranniad how ree 


get sick, their first step is to examine what they have done recently: 
any excessive eating, eating of poisonous foods, or exposure to adverse 
f oS . external elements. There are some injurious disease causative agents 
from the environment, e.g., Foong and poison. [Illness may be due to 


low resistance, a lack of Hay and Blood, or anvunregulated body. 


-THE CONCEPT OF FOONG (wind J@l, ). According to Chinese 
laymen, wind, a natural phenomenon, can enter the body through the 
lungs and the skin. Foong enters ‘the body when one talks. It gets into 


the body when there is an opening into the body cavity, e.g., from — 


surgery or childbirth. This noxious wind can become an invisible 


- source of distrubance within the body. The manifestations of Foong 
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are signs of air:. bloatedness, foam in the sputum, gurgling, flatulence, 


The re are numerous beliefs about the postpartum effects of 


Foong. Accordingly, there are many rituals one must follow. Different 


informants gave slightly different explanations of Foong: 


"After childbirth, the pores are open. Washing the hands - 
in cold water, like laundering diapers, is very bad. One 
_ gets Foong in the body and that will bring on arthritis 


eFen (Field notes) 


-. "One should not be vena to any Foong after childbirth. 
Even in the hot summer weather, a woman should have 
_ both body and head covered when she goes out. I think it 
is probably because she exerts so hard during labor. She 
pushes and pulls and her joints may get loose. When 7 | 
is exposed to Foong, she will have pain in her joints."' 


"I didn't believe it when my mother warned me.- I had my 
* baby in Hong Kong during the hot humid summer. I went 
outdoors for a breath of fresh air. Afterwards, I got sore 
nd stiff arms. My legs hurt. NowI know! You just« 
should not get exposed to wind at all. I will tell my 
daughters in the future. If they « don't believe it,. they will | 


tH 
have to learn by bitter experience. (Field notes) 


There is another interpretation of Foong: it is seen as an 
adverse influence associated with death and dying. The dying 
emits dying Foong (say yun foong ). One can exposed 
to this noxious Foong by being close while administering to dying people. 
The influence from this dying Foong will cause problems later. pace 


_ "I took care of my mother-in-law when she was dying, 
I got her dying Foong. Later I had pain in my abdomen. 


I knew it was from the dying Foang. (Field notes) 


Foong may symbolize deviance. Many other disease names 


sound phonetically similar to Foong. Paralysis is Foong Taan-(Jgl, 


); mental illness is Fa Foong ( leprosy is 
Foong ( At JL ); rubella is Foong Tsen ( Jal Ty ); infantile 


‘ convulsion is Sui Yee Ghin Foong ( As ya % lel ); arthritis is rae 
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Sup ( _A woman wie hee postpartum joint, pains avoided’ 
saying she had arthritis: ‘she thought the name sounded like ' “mental 
illness." Another woman who had dull pains and stiffness in her calves 


believed it was caused - Foong. She was also sa saaiciiaie about the risk 


- of becoming paralyzed. 


"In traditional medicines, wind (same. as the folk TéoKg), is an . 


external source of illness and the chief indisposing factor. The many) 


| wind- induced symptoms are classified according to the affected organs: 


e.g., the lungs, heart and kidneys. Wind will produce chills and pers- 
piration in every case. Wind in the lungs produces: Squghs, a pale | 
comPlexion; and shortness of breath. Wind in the heart shows as 
parched lips, an irritable temper, and difficulty of speech. © Wind in 


the kidneys leads toa swollen face, backache, and inability to stand 


straight. 


“THE CONCEPT OF POISON (dook & + Poison is frequently 


referred to as an illness causative agent. Poison can be exogenous, 


i.e., from foodstuffs; or ‘endogenous, i.e., something poisonous that » 


grows within, like cancer. Some food sources are inherently poison- 


ous: they produce undesirable results. ‘Shellfish, ducks, and geese 
are poisonous. One gets allergies or unhealed wounds from eating 


these foods. A tumor that is cancerous or has turned malignant is 


poisonous or potentially poisonous (been dook ). Infection 


and a poisonous condition can be synonymous: pus is poisonous; germi- 
cidal medicine is said to dispell poison (gai dook - fal  ) 

oa person who thinks in imageries, an experience with poison 
can be vivid and concrete. A fifty- ~year- -old.man with qeuntice'en8 
malaise reported his image of poison thus: 


_ He had a heaving sensation each time he ate. ''The 
poison from that red fish was pressing on my abdomen, 
‘pushing up to my chest.'' Even after vomiting, he still 
had the poison in him. ''I got thin as a monkey," he 
said, touching his hollow cheeks. He knew the : red fish 
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was poisonous because his skin had been pricked by 
the fish fin and turned red. He noted that his hair 

had turned grey during the hospitalization. He “ 
thought that was a to the poison also. (Fiel a notes) 


‘CAUSES THAT LOWER “RESISTANCE. The layman’ s list of 
causal _— leading to tawer resistance includes age, strenuous 
hardship (aun fu guaw dole emotional stress. (tsin sun 
da gik 4% AG 1 nervous irritation (sun gin tsee gik AP 


) and plain stimulants (tsee gik muh BE ) buch. 


as alcohol, “cigarettes, and opium. 


The traditional medical frame of reference gives a longer list of 


th "bad" causes: wind, cold, damp, dryness, 
and fire 


42) the epidemics | 
(3) the seven emotional states: joy, anger, anxiety, worry, 
grief, fear, and shock 
(4) physical upsets and states of exhaustion caused by 
various foodstuffs and beverages 
(5) excessive sexual activity 
(6) injuries, including bites from snakes and rabid animals. 
(7) visceral parasites _ 
(8) . poisoning, drugs 
(9) hereditary factors. 


THE discern OF FOLK HEALTH AND ILLNESS CONCEPTS 


~~ 


“Chinese indigensus- practitioners follow a great medical 
They draw ona codified body of Seowledie. whose organization is 
classical, philosophical, and literary. Practitioners judge and heal 
on an empirical basis, but they expres reasons and intellectualize 
with traditional pBilosophical categories: “Chinese-American laymen 


follow a little tradition, which is informal, unrecorded, and practical. 


There are similarities between the symbolic terms that practitioners 3 


and laymen employ; when they communicate, doctors may express 


_ exactly the same idea that patients have in mind. Doctors are there- | 
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fore thought to be understanding. They share the same frame of 
reference with their patients. | : 


The indigenous medical framework must gtevide illness explana - 


tions and solutions. Whether it is in the Chinese- American. culture or 


in other cultures, the 2 great traditions must both provide a 

definite of etiology and therapeutic methods. | 
‘Chinese- American traditional concepts correspond to. parallel 


concepts in Western public and mental health. Both medical systems 


: deal with the prevention and preservation of health. Both use a total - 


. environmental and emotional stress can bring about illness. 


“Health and illness are seen as dynamic movements between homeo- 


‘person approach, | which does not dichotomize- the body and mind: 


= 


PREVENTIVE HEALTH. The traditional Chinese medical frame- 3 


work devotes much attention to presery rving | and Promoting. health. 


stasis and disequilibrium. Movements between a balanced and un- 


: balanced state become the ebb and flow of health and illness. Because 


_ medical concepts are integrated with moral and social ideals, goals 


- for health become part of everyday practice. While people observe 


social relationships and moral codes,. they are admonibhed to observe 
caution and avoid illness. 


— 


The concept of preventive health can be‘seen in the ‘Chinese. ideal 


of a great doctor, which lies in his talent to prevent illness by con- 


trolling it in its latent state, i.e , by treating it before it is organized. a" 
Respondents in the folk tradition talked about the care of their bodies; 
when they felt a minor symptom (e.g., excessive Hot) or when they 
knew they had worked too hard, they did something to restore the body' S 


Geaiveble condition. There are codified herbs and specific seasons to 


take tfiem to build up a supply of and Blood. People are always 


careful to avert illness and maintain a vigorous functioning body. 


Western preventive medical principles are based ona similar 


rationale. Illness prevention by adequate nutrition is a concept parallel 
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to the idea food types to pramote harmony. Accidedt 


Md anata among Chinese-Americans, remains at the level of restrain- 


ing young children from dangerous activities: parents continuously 
admonish children to be careful. not to fall down. Folk concepts do 
not advise people to be concerned with environmental safety, or with 
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avoiding occupational or traffic hazards. 


_.MENTAL HEALTH. Chinese tadicine does not illness 
of the body from illness of the mind. The interrelationship, of physical 
- and emotional stress is accepted. The ultimate goal of health is to 
gain inner peace and detachment. People are exhorted to use ‘aida 
tion, to control their emotions. Exces sive emotions have had effects 
on the various organs. Chinese medicine acts on assumptions that 


psychosomatic medicine merely hypothesizes about. An indigenous 


‘Sea re practitioner takes into conside ration his Patient's emotional stress, 


acknowledges its importance in “physical _He is different 


from the Western physician, who separates physical illness from 
"nervousness" that is viewed as "nothing wrong. 
The traditional Chinese ideal about expressing emotions differs 
from the Western concept. The Chinese advise people to control their 
emotions: not too much, not a’ little, but just right; Westerners 
“advocate expressing the emotions in socially acceptable ways. The... 
‘ : Chinese idea is that if one expresses emotions too much, they are 
3 injurious to the body. ‘This suggests that therapeutic methods in 


which emotions are brought to the surface and expressed without 
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ee “inhibition are contrary to traditional health concepts. 
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of the Mean. It should also be pointed out that-with Confucianists, . 
'The-Way is not far from man.' Contrary to the Tao in Taoism, 
the Confucian Tao. is strongly humanistic. = 
_ Chan,. Ww. T. 1963. A Source Book in Chinese Philosophy. 
Princeton: Princeton University Press, pp. 108-109. 
4 Ibid., Pp. 116-117. 
5. A remark attributed to “as Hsi. 
Ibid., Pp. 97. 
6. Ibid., p. 98. 
8. Croizier. Op. 
9. Ibid., pp. 17- 23. | 
The Yin Yang School of suring the years 


305-204 B.C. 
Chan. Op. cit., p. xvi. 
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ia. ~The Nei Ching was translated into English by I. Veith. 


r Veith, I. 1972. The Yellow Emperor's Classic of Internal | 
. Medicine. Berkeley: University of California Press. 


13, Fung. Op. cit., p. 130. 


14, Ibid.; p. 19. : 


5... Palos, Ss. 1971. The Chinese Art = Healin ng. New rork- 


16. Beau, G. 1972. Chinese Medicine. New York: Avon Books, 


17... Palos Op. cit., pp. 45-46. 


(18. Ibid., pp. 28-34. 


‘Fung. Op. eit, PP. 140-141. 
20.- Different authors use various desc riptions: concordances, corre- 
or connections. Wong and Wu use the term ' ‘corres pond- 
y _ ence.'' Needham feels it isa y system of correlative organismic 
thinking. 


(or Wang), C. and. Wu, L. 1932. ‘History of Chinese 
_ ‘Medicine. Tientsin: The Tientsig Press. 


Needham, 1956. Science and Civilization sn China. Cam- 
bridge: Cambridge University Press, p. 338._ oa 


-21. Huard and Wong note that ''to the Chinese, numbers are cyclical 
- gigns conceived to indicate position rather than order, and able 
to lead to combinations rather than totals.... Numbers have been 
used to express the qualities of certain groups (classifying func- 
tion), or to show an established arrangement (formalist function). 
The Chinese have therefore taken the greatest interest in the 
philosophy of numbers, but their mental exercises 
have never led to the idea of quantity.'' 


Huard, P. and Wong, M. 1968. York: 
McGraw-Hill, p. 64. | | 


& 


. Veith. Op. cit.,. 20. 
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Linking emotion to ‘aternal organs, he explained how emotions 
work. He combined the theary of stress and the traditional 
explanation of nervous illness due to unregulated emotions. 


84-94. 


p. 30. 


25. Croizier. Op. cit., 19. 
26. and Wong. Op. 230. 


Long before Einstein, though without putting it in same 


terms, the ancient Chinese affirmed the identity of energy and 
matter, both being only forms of a single reality, with either | 
capable of being transformed into the other, which was not 
demonstrated scientifically until the twentieth 


Beau. Op. cit., PP. 54-55. 


(29. ‘Beau refers to it as "organotherapy. si 
Beau. Op. cits, pp. 141-142. 


30. Wong and Wu. Op. cit., p. 26.” ae 


31. fF . Op. cit., p. 55. (My translation.) 
32. Wong. and Wu. Op. cit. 


Pace. cit., p. 


34. Harwood finds ak Puerto Ricans have a Hot- Cold theory of 
disease with a definite etiology and therapeutic system. 


Harwood, A. 1971. ''The Hot-Cold Theory of Disease.'' The 
Journal of the American Medical Association, 216:7:1153-1158. 


35. Huard and Wong. Op. cit., p. 195. 


36. Kennedy suggests a health practice system that will deal with 
illness, injuries, and unnecessary deaths. Chinese concepts 
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seém to observe rudimentary ‘preventive principles, but they 
are too narrow in scope to include concerns of public safety. | 


Kennedy, D. A. 1973. ' Perceptions of Illness and Healing. 
Social Science and Medicine, 7:787-805. ey 
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CHAPTER FIVE 


CONCEPTUALIZING ILLNESS: THE EXPLANATORY PROCESS © ' 
7 "Health" may be said to we a largely professional concept, being , Y 
an everyday word in the health profession. The WHO definition of bine Se 
"health" is total well- being physically, sociopsychologically, and 
environmentally. t The WHO concept comes from the public health idea 
of levels of well- -being with corresponding levels® of prevention. The 
concept of health has also been popularized in the mass media. “Health : 
is commercialized to market products: with promises of keeping people ~ 
: young and energetic, of ensuring smooth skin and bowel regularity, Je 
of "only one cavity. ' Por,the laymen, health is a ‘taken- for- granted 
"experience of veryday life. When asked about_health, people have to | 
stop and search for symbolic images to represent. it. Laymen perceive aes 
health as nonillness. Sometimes it is conceived in a- mind- body ee. : 
such as that expressed in the common closing salutation of a Chinese Ro: 
letter: a wish for another's ae 


in heart and mind (sun sum bin gean 


). Chinese people whe stop and think about what, 


to them say itis ''feeling normal" (ho pin suan 
“feeling uneventful'' (mo see ),’ "feeling energetic,’ or having 
a ''feeling of well-being.'' Health is an assumed aspect of life. Just 


ag we take for granted our breathing, so do we also the healthy state of 
our bodies., Our functioning bodies have become the accepted base of 


our existence. We take our health and bodies for granted like our da ty 


We take notice of our commonplace world when something about it 
becomes problematic. We take our health status and routine activities 


for granted when they are nonproblematic. From the layman's stand- 


point, problems are faced on a day-to-day basis as they arise. Only 
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events that are problematic earn one's attention. As a rule,’ most of | 


our attention is directed to the pragmatic interest of daily living and — 


bs surviving. When our health or daily routine is interrupted, as‘in the 


instance of illness, we turn our attention toward the new experience. 


Our bodily functions gain our attention only when we experience dis- 


_ comfort or nonperformance. In addition, inability to attend to our daily 


tasks increases our concern. 


LAYMAN'S CONCEPT OF SYMPTOM: 
_"SOME THING’ s 


| Laymen discover a either by bodily 


feelings or oe or by noting bodily parts that fail to function as _ 


| usual. These di ferent experiences are usually expressed with the 


phrase Something’ s wrong. sae It is a general and inclusive albéit vague 


expression. In cont ast with the professional definition of symptoms, 


‘the layman's definition denotes categories of subjective or observable 


signs of discomfort, or dysfunction of biological or sociopsychological 


re manifestations of disease and can be igenticen 


by pathology. Laymen do not have quem Pandy referents. ~~ 
‘What "Something' Ss wrong’ mean to laymen? When ques- 


mene they answer with different expressions: Some of these describe 


experience, others rely on imagery, and ais others express value 


4 


orientation. 


EXPERIENTIAL DEFINITION. -''Something's wrong"' means 


‘is not feeling as usual-e.g., ‘Iam not feeling like myself'' - or not 


being able to move around as one does ordinarily -e,g., "T can't move 
this arm'' or "Te Resa when I move.'' These are definitions relative to 
one's everyday functioning self. 


SYMBOLIC DEFINITION. "Something's wrong" is represented 


in imagery: a cognitive definition. Thus one borrows everyday terms 


to describe one's symptoms -e.g., ''flowery eye" (Bk ngan far) 
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“pturzy % moon tsa tsa). for dizziness. One' s throat gets 

tight when the ‘sputum plugs it up"' ( 1% ‘tam ting teue) or there's 

epigastric discomfort like a "heart tied ina knot" ( ay Ad. sum tsik 

“Theye are of inner r bodily experiences are ot 
visible. 
VALUE- ORIENTED DEFINITION. Many indicate the 

_undesirability and describe something wrong in negative terms. One 

just does not "feel right" or feéls 'not good" (v2 hmm ho). Many 


comfortable’ ( hmm sui fuk), or "not safe," ''not satis-. 
factory" ( vA hmm tua ton). ‘Thus a symptom 


report feeling “not natural" ( tse yuen) and ' ‘ot 


well- -being and desired expectation as its reference These 


are affective expressions, showing concerned feelings. 


4 


"SOMETHING'S WRONG' POSES A PROBLEM 


Pah The "off the track" feeling, which may or may not be accompanied 
/. | by interruption of regular bodily functions or daily routine, ‘sooner or 
a we later captures the individual's attention. From "something's wrong," 
| he proceeds to investigate "what's wrong. "He needs to figure out what 
is. happening; he is concerned because the reality of something’ s being 
| wrong in physical feelings and of holes unable to work cannot be ignored. 
What he wants to do ordinarily is interrupted; and this poses a ‘problem. b 
The ermbas rasemient of being put. into a dependent (sick) status damages 
-_ gome people's feelings of self-sufficiency. One does not like to be known 
# as sickly. It is inte resting to-observe that although the respondents — 
not accompany their descriptions of illness with ''You may think Iama 
hy pochondriac,'' and there is considerable tolerance for concern with | i ‘ 
symptoms, some Chinatown women implied disapproval of wornen 


complained frequently, calling them ''coy" (9 fF tia) or atteiition. -getters. 
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stop wondering what is wrong. 
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THE NATURE OF THE PROBLEM. | fo 


Not knowing what's wrong causes uncertainty about the whole ill- 
ness situation. ..Unfamiliarity with an unusual situation can cause people 


a great deal of anxiety as the knowledge gap enlarges. The problem at 


hand is not only to decrease anxi ty ee but to find a solution 


a 
cognitively to the knowledge vacuum. 


an explanation —i.e., a | theory of causation gives the 


| individual an understanding of bart the unusual came about. Then he can 
- begin to tackle the ‘problem. Explaining involves seeking a demonstration 
‘of relationships. These relationships must be causal. to account for | 


fe why one experiences the: ‘changed bodily cgndition. Causality is a 


relationship that is direct rather than probable and therefore lends — 
credence to the explanation; a causal relationship indicates relative 
absoluteness and provides a basis fot certainty. Seeking causality 


means Finding what "has really gone wrong.'' People may-not find the. - 


cause, or suspect it is first one thing and then another, but they do not 


A-causal relationship shows that A + — C. If Ais the body, 3B 
the causation, and C the illness, then eliminating B will cause C to 
return to the. state. of 4 again. . Finding» balk causal relationship means 


showing a logical process that hin: been applied historically: Tn the | 


- medical field, the uses of causality abound: etiology is seeking causality. 
The approach of psychoanalytic psychiatry is to treat the source of a | | 


problem by tracing the child's initial triadic relationships. In psycho- 


somatic illness no known physical cause can be found, so there must be 
a real cause that originates psychogenically. Western doctors don't 
know why acupuncture works. ‘Some acupunturists who espouse the | 
neurogenic theory argue that the treatment of pain by acupuncture aims 


at the source of the symptom. | ~ 
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Causal thinking is greatly used i everyday life, but is often dis- : 
guised in commonsense attitudes. FolkWre is full of cause-and-effect 


relation ships: | 


: "If you have strong blood, you will have good resistance." i i 
“Dry throat is caused from eating too much Hot food." 


Tried and true traditional sayings reinforce the pattern of causal © 
“thinking. The Chinese, especially in the past, have received informa- 
tion unquestioningly which is supposedly a distillation" of generations of 


woman "It's good for you.''’. (to take a certain 


‘supplemental tea). ''We are told from generation to genera- a 
tien. I took sity never asked why." 
s) 


Not que stioning authority may ihileed be the prescribed social response. 
‘in Chinese Confucian conduct. Furthermore, -‘most_people assume that 


any causal statement (that something is ''because'') ‘is incontestably true. 


A causal relationship demonstrates the absolute and sage retizes the 


‘situation. One knows the truth. Huard and ngs: Say “that the Chinese, 


pursued the concrete with the tendenc Aowards unlimited — 

| singularization of its monosylkabi ord.... Chinese was 
unable to create abstract and fundamental-y sli. favorable 
to operations of the. thought. 


~Handed-down, traditional sayings iio causal relationships and fit 
the Chinese way of thinking: rational and concrete. oo 
Causal thinking is found cross- culturally in illness explanation. 
In preliterate societies, illness is believed to be caused by supe rnatural 
| forces. a. The prevailing beliefs of the time eA the experiences of ie 
people become the sources from which people formulate their causal oe 
thinking. Later sin ‘replaced magic and supernatural force as a moral 


cause of illness. The scientific orientation is based on demonstrable 


cause and effect. In contemporary times, we continue to look for causal 


explanation for our unpleasant and undersirable illness experiences. 
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\ Seeking causal relationships is a basic method in problem solving. 


‘Certainty (the consequence of knowing the cause and effect), is the goal 


ual goes through to arrive at such an understanding. 


one seeks in explanation. Let us now examine the processes an individ- 


PROCESSES OF EXPLANATORY THINKING 


Explanatory thinking can be conceptualized as two separate 
processes: the picking-up and linking processes. They are thinking 


processes ‘that take place. within the person as he interacts with others 


| through time and space. During he stage when one defines illness, aie i 


: these processes provide the basis for explanatory thinking. 


The PICKING- UP PROCESS is a process in one's everyday life - 


where one selectively notes, ‘receives, and retains information from 


specific environment. 


The LINKING PROCESS isa process of making connections: 
integrating or creating within oneself relationships from the various 
information one picks up. Linking connects what is picked up either 


previously or.concurrently with the present biological experiences. 


TYPES OF INFORMATION. There are two types of information re. 


in the picking-up and linking processes: biological and symbolic informa- 
tion. | 
BIOLOGICAL INFORMATION includes sensations, appearances, | 
and bodily functions that, are different from the usual, which are "picked ‘ 
ug'' and noted. may include feelings of lethargy, 
aches and pains, dryness, coldness, or Laie Signs and appearances | 


can be bruises, scratches, bleeding, or swelling. There can also be 


dysfunction of the body, such as difficult breathing, heart palpitation, 


muscle or joint stiffness, indigestion, or constipation. _ ae 


SYMBOLIC body structure and 


body processes as well as theories or formulas of illness causation. 
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Body images are io rived from.a body i. e., picking up 
biological sensations and linking them to one's idea of | one's body or the 
| affected body parts. The study of Body structure and processes is — | 
in scientific medicigre as anatomy and physiology. Professional medical 
or knowledgeable laymen's voy images are ‘representations of human | 
anatomy. | | 
| The Chinese folk concept of a het- cold balance furnishes the layman 
with an idea of his body processes. “It is a way of representing the- inner 
_ working of the body, which one cannot see. This folk concept incor- 
porates images from the environment, like wind and air. ‘The codified - 
concepts of wind and air furnish ideas of illness causation, but do not | 
provide a body image or body structure. In the past, traditional 
.. Chinese ere was elaborated with poetic imagination.” A traditional 
medical text gives internal organs prominent place but does not desc ribe 
‘the nervous, skeletal, or reproductive systems.” The body images 
laymen pick up from traditional medicine may sometimes be confusing. 


In Chinese folk terms, the word for tendon ( Hi gun) and the, word 
for blood vessels ( 4 gun), which means arteries, are expressed “pnts 
witha similar sound. A woman who twisted her leg referred to © 
her condition as sprained tendon ( 49 by now gun). When 
questioned as to what ''gun'' was, she pointed to her protruding 
blood vessels. The names seemed to be used interchangeably. 
(Field notés) 


Interchangeability can also be seen in other parts of the body. 


In Chinese anatomy, testicles and kidneys are both called 
| kidneys ( sun). Advertisements for treatment to aid male : 
sexual functioning say it strengthens the energy of the kidneys. 


Laymen who are not familiar with.anatomy have to conjecture or - 
substitute other images. If there is no image to call on, the ere 
‘representation isa void. _ The heart, stomach, and bowels can be located 
from such signals as the heartbeat, and stomach and bowel noises. The 


_other organs give us little experience with which to form our images. 
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We just have to guess. 
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_* A Chinese middle-aged immigrant woman, upon questioning, 
could point to her heart, stomach, and bowels. She located 
lungs close to her shoulders, and was not sure where to 
_ place liver and kidneys. She pointed to her abdomen for her 
uterus. (Field notes) 


: When there is no available body image one can draw on to express 
a symptomatic experiences, one substitutes images drawn from. everyday 
life and applies them to the illness situation aeiniiiat ‘Thus a 
distressful stomach has been described as a ‘raging storm, ' arthritic 
joints asa "rusty machine," and the nervous system as a ''bundle of. 
telephone wires.'' It is interesting to observe how commercial ¢dlevieien 
uses such substitutive body images. One advertisement for a decon- 
| gestant borrows the familiar image ofa kitchen sink, with drain holes meen 
to represent sinuses. “The clogged drain is promptly relieved — the | 
decongestant and ''can breathe again.'' To illustrate causal relationships 
within the body. if one does not have an anatomical image, a substitutive 
image will make the point. 
Laymen's images of body Processes are not as precise as their | 
medical counterparts. Images can be mixed with causal ideas. Thus — 
one can have "toxins in the body" ( i e yu took), or have ‘deficient 
Hay" ( BH mo hay), or be "exposed to wind'' ( vA B\ sau foong). 
| Images of bodily processes denote illness conditions. To the Western 
health professional, these images do not explain anything. On the other 
- hand, unfamiliar medical jargon does not call forth substitutive images 


A physician told a Chinese Siesatibaracad man that he a sinusitis: 
"Just pome sinus.'' The patient did not understand English. He | 
looked in the dictionary, which gave a Chinese translation, indi- 
cating something about the nose. There was no picture of the 
sinyses for him to link his sensation to. (Field notes) | 


a, takes place in the body, and understanding illness causation 


or processes must be based on some knowledge of the body one can relate 
te . Body image is the ground for linking processes. Mapping with 


imagery, one can visualize or comprehend symbolically what takes place 
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internally and invisibly: “ Wet one does not have a body image, an 
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is not totally comprehensible. 


Theories of illness causation are another type of ‘informa - 


tion one picks up and links to one's own illness situation. A total theory 


can be picked up, which includes types of accompanying symptoms and 


associated treatment, when the symptoms seem to approximate one's 


own case. One links the theory of causation and acts accordingly in one's — 


own situation. A theory of causation can be picked up from another who » 


has symptoms from the same part of the body. The symptoms may differ, 


but for lack of a ketter solution, the source of the problem may be used 
as the starting point for an explanation of cause. Thus a person may go 


for treatment of his leg to the same doctor who is treating the reference 


person for his leg. When there is limited knowledge available, a person 


with little resource does what he can. 


TEMPORAL ASPECT OF PICKING UP. Picking up health and illness 


information occurs over time. Before an illness, picking up information 


may be sporadic, such as from an occasional television commercial.. 


-. Picking-up can extend over a prolonged period of time, like during one's 


childhood developmental period and socialization period at school. 


. Picking up miny come about when family members pass on indosmation : 


from one gene ration to another, which is typical in small rural families. 
Information picked up before illness becomes incorporated into one's | 
everyday health and illness attitudes. It is accumulated over time. and 
can be recollected when needed... | 
Picking up information sine takes place concurrently with the dis- 
covery of symptoms. A person asks around and reads all he can about 
the symptom. ‘Frequently, he finds out all he can about an iiiink shine 
has been diagnosed. Along with other hypotheses of pert people often 
link the notion of cancer to their case: "I wonder iff have cancer!!! 
Picking up information about theories of causation and about reme- 
dies is an ongoing process in long-term illness. ‘New repertoires are | 


formed; old information that does not stand the test of time is discarded. 
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between an ethnic ‘minority culture and the host culture. A variety of 
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Other information is picked kc to > replenish one's ‘stock of knowledge. 


ECLECTIC SOURCES OF PICKING UP. Information. that will 


explain an illness increases when there is bicultural contact — i.e. 


sources provide medical information, from a physician’ advice artd 


over-the-counter help from the local druggist to the layman s everyday 


experiences. In Chinatown, the wide range of medical remedies avail- 


able to the public further multiplies the sources of. explanatory. informa- 


tion one can call formulate of. causation. 


The mass media are a'common source of explanatory miosmelion 


about health. Women's magazines, ‘health sections in newspapers, news 


coverage of celebrities’ illnesses, and manuals c on do-it-yourself treat- 


ment are sources of information for adults. Television commercials 


bombard the audience with "better than the other brand" patent medicine 


for common ailments. Facts about hygienic care and ge rm theory taught 


in school are insidiously reinforced on television in advertisements for 


disinfectants and decongestants. The local Chinese bookstores abound 


in Booklets explaining illness. 

most convincing éxpanatory information is from living 
examples, waatys they are from one's own past experience or from . 
that of others. The most frequently used sources are those significant 


persons within the small circle of daily contact. The social network 


may consist of friends, relatives, or acquaintances along one's mobility 


route of daily routine. Professional consultation becomes a source‘of: 


information only when symptome need a “expe rt attention.” 


MODE OF PICKING UP AND LINKING. iiss -up — linking 


processes always ‘take place in a social context. In seeking for explana- 
tions, one looks for the weight of authority to give credibility to a theory 


of causation. Whom can ong. *onsult*to lend expertise? 


In wondering what is wrong, a person attempts to define tha illness \ 


situation slavi himself. He searches his past experience, knowledge 
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+Yeservoir, and tradition. Picking u up and privately linking information 


leads to theorizin izing illness causation. It is an "I"! with ''Me'' congulta- 
tion, and the. person, is continuously theorizing with hypotheses. 
When someone asks around and seeks authority or consensus to back up 


ae his own hy pothesis, he is picking up and jointly\linking with another lay- 


which leads to defining the illness causation. inking ate. 


context of self with another helps him get over the guessing stage. It 
is useful to advise someone who is not certain about Ais diagnosis to 
reinforce his illness conception by conferring with friends or relatives. 


Picking up and jointly linking with-authority leads to confirmation or 


disconfirmation. When going to an expert, whether he is a Prhewe or. 


an indigenous healer, one asks for confirmation of one's own illness 
definition. The weight of authority finalizes one's. process of definition. 
This checking out with an expert can also lead to the reverse: discon- 
firmation of one's own notion. Scientific medicine relies on instrumen- 
tation, which sometimes inadvertantly disconfirms a patient’ s- 
matic experiences with a diagnosis such "functional "When: 
explaining to a patient, a doctor tries to speak the layman's language: 
‘''There is nothing wrong." But when are told there is "nothing 
wrong," they still have to find an explanation that accounts for their ; 
° pins. Thus the professional consultant disconfirms their illness 
definition. Disconfirmation: ‘may ‘also come from specialist and modify 


the definition of a regular medical authority. 


Mr. Hum consulted his family doctor for his rectal bleeding. 
He was Radetich to a proctologist, who reported ! ‘nothing 
_wrong.'' The family doctor told him not to worry. Mr. Hum 4 ee 
« | considered himself ''OK'' for awhile. His bleeding persisted. 
He returned to the family doctor, who again sent himtoa ~ 
4 “proctologist. Further exploration confirmed Mr. Hum's 
: concern that something was wrong. His definition was dis- 


confirmed before it was confirmed. (Field notes) o 


CONSEQUENCES OF EXPLANATORY THINKING: CERTAINTY 
AND UNCERTAINTY. Picking up and linking provide a framework for 
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explanation. _ Explanation is a cognitive representation of the illness 
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condition at hand. Certainty is derived from adherence to a theory:of 
causation which is meaningful to the patient. There are degreés ee 


certainty that one gathers through explanatory processes. They are 


_ influenced by the types of background knowledge, | and one's familiarity 


BACKGROUND KNOWLEDGE. An individual experiences different 


levels - certainty according to whether he links empirical. as-non- 


empirical knowledge. Empirical linking results ina strong sense of gs 
certainty. - “When a certain remedy taken fora specific symptom is 
followed by: symptom relief, one is convinced of the remedy's efficacy. 
One concludes that the explanation is correct. One is apt to link the 
explanation to similar symptoms of oneself or others inthe future. 


Nonempirical Tinking is Hing information that one has no direct 


experience of. The information may be experiential knowledge gained 


Pie = operates a lot,'' the man said, "he can't make it...I 
mean. . sometimes he can't make it.'' The doctor 
conned this man that the operation-was a routine and usually 
successful. operation. The patient could just not take the > 

| doctor' s word for it. He cauld not be sure of someone else's 
empir rical knowledge, especially if he had to wait to find out. 
In the meantime, he vividly remembered a person who was 

- operated on and died before he came out of the anesthesia. 

His onn (Field notes) 


: Fanciuikaiiye WITH KNOWLEDGE. Linking unfamiliar versus 
-familiar knowledge influences one's degree of certainty. Unfamiliar 
knowledge takes time to form an image. Familiar knowledge may be 


tapped for 


nce easily. The ‘conclusion one draws from unfamiliar 
me may e incorrect. ~ When a layman tries to understand an 


: illness é anation given in medical terms that are unfamiliar, and 


understanding is further complicated by a language barrier, the con- 


clusion he draws Cc n be quite confused. In the example below, the per- 


son substitutes a familiar causal relationship for the unfamiliar new 


% . 
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Common medical ter?iis like ''cancer'' and ''tumor'' may not be 
familiar toa layman. Fora Chinese, who must first master 
| _the English language,,the unfamiliar terms. become all jumbled 
_ up in approximate phonetics. ''A tumor is...I think... some- 
thing like a bleeding ulcer? ...I think." The thin! Ss rehitive. 
had had a bleeding ulcer. He himself was diagnosed to have or 
ao '. cancer. He was explaining cancer to me. The Chinese pro- | 
nunciation of the English word cancer is "can- and ulcer, 
ey, : "ul-sar.'' The accent is on the last. syllable. The sounds are “ 
close. Medically, tumor and cancer are used interchangeably. 
For one who is unfamiliar with medical jargon, cancer, tumor,’ 


and ulcer, all ae alike. : (Field notes) 


uncertain knowledge pe¥petuates doubt. If one does not 


tangible image to link to, like a precise body image, the various 
explanationS°one hears do nat register and.sink in. Many people say 
that they cannot know for sure what their condition i is, although they — 


have heard many theories of illness causation. 


e 


"Cancer isa growth,...It is like roots spreading « over the body. 


Maybe it is the 'necktin' you smoke... going down the in {stine 
and burning a hole there. I think it is s something like that. 


7 Nicotine 3 is widely enows asa cause of lune cancer. The body images 
| of lungs | and inte estine, in that they are both invisible, are undifferen- 
tiated. ‘Nicotine’ 8 action on ‘the internal organs is associated with what 
one can see externally — ‘namely, smoking and burning. In this case, 
| the threatening nature of cancer may be the cause of the man's refusal 
to b qure of its diagnosis.  Cognitively speaking, the imagery and 
waar ites are all unfamiliar and unclear. Certainly is out of his 


«grasp. ' As long as there is uncertainty, the eresere of illness definition 


continu ues. 


e explanatory thinking processes can ie seen in the jetiowing 
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STYLES OF ILLNESS EXPLANATION > 


The consequences of the picking-up and linking processes are 
demonstrated i in their application. ‘Explanations of causation reduce thé~ 
unknown and give meaning to illness situations. Variables that cut. 

_ across the explanatory processes and. result in diffe rent styles of 
explanation are: types of causation theories, and a 


son's sense of control of illness phenomena. 1 Wi 


es TYPES OF CAUSATION. ‘THEORIES. There are single causation 
ae yt theories, multiple causation theories, causation deficit, and competing 


: causal explatiations. | 


SINGLE CAUSATION THEORIES a strong of 
certainty. The information source can be common sense, tradition, or . 
- scientific medicine. If there — one referent, it is easier for people | 
to believe in the theory. The explanation is most plausible when a ne . 
. symptom is temporary. Many Chinese sayings in which causal theory | 
is are pas sed from gerieration to generation, unquestioned and é 
assumed to true. One traditional belief, for instance, is ‘that the. 


eat body is imbued with Certain qualities from birth; blood and energy will 
determine a person's A symptom canbe. 

caused by one of the natural referents like Hot, Cold, Foong, Humidity, 
ete. ‘This classification concept becomes a deterministic ''of course" 
rationale that precludes questioning. For example, a woman who 4 
miscarries will have bad health. A stillbirth drains a woman and 
weakens her condition. The dying fetus has dying Foong, which the 
mother absorbs into her body. In later years, if she has any aches and 
pains, they are attributed to the stillbirth, or the dying Foong. People 


who believe in germ theory and Cold, or those who believe in religious 


explanations of disease, can concentrate their effort on alleviating 


~.. symptoms under those prescribed terms. The benefit of using tradition 


or a single causal theory fora referent is that the explanation affords a 
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a | | sense of absoluteness. A Person knows he is on the right track for © 
treatment and wastes no energy in vacillating. ‘SIlness explanation is 
not usually that simple.: With inc reased communication, sources ot 


picking up are multiplied. 


MULTIPLE CAUSATION THEORIES are part of the bicultural 
scene in Chinatown. Whether the ill person is a-Chinese immigrant 
. from Hong Kong or an American-born Chinese, his sources for picking 
up information can be traditional Chinese concepts, scientific theories 
from Western medicine, or quasi- scientific theories of the layman. 
Information from all fronts can be mixed to form a total "compounded" 
theory, or several coexisting alternative; theories to be used =2 a 
time without any overview of contradictions. For instance: io 


"When you eat, food goes through the blood: - If you eat yi hay 
- . . ° (Hot) stuff, it goes through your blood.. The blood carries the 
Hot food away to the feces and you get constipated. " 
(Field notes) 


‘The concept of Hot is mingled with the blood circulation of nutrients and 
the waste concept. “The blood circulation concept is common in folk 
: “thinking, whereas the nutrient and waste concept is inéorporated from 
a biological concept. “Theories of causation can be’ picked up from folk - 
concepts or from medical explanations and combined with a personal 
theory derived from observing a living example: 


Speaking of his arthritis, he notes that there are different 
. nitions of arthritis: ''The western doctor says ‘joint 
( K qwan tsik yin), the’ Chinese say 

'weak spirit' ( Bly sui foong).- Old people are prone to 
'hardened vessels' ( huie quan ngan fa). Inthe 

old country, they say, 'one-sided loss of control! (+ 

boon sun but suat).'' He is getting old, he says. His brother 
has’had arthritis too. He combines all the possible explana- 

tions and links into one fora plausible explanation. rah > 
: (Field notes) 


There are those who believe in multiple causation theories -of ill- 


ness, such as the stress theory. Stress is an inferred concépt and too 


- nebulous for some to grasp. Even when one acknowledges the influence  § ” 
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of stress, often one cannot do anything to reduce the stressful conditions, 


For some, knowing the cause helps explain the illness. 


A young graduate student was in the process of moving and 


getting married. She had injured her back in the past. While. 


moving, she carried something heavy. Her back began to | 
hurt. She knew the symptom causation: the pinched nerves 
in her back, which needed traction. Her symptom was 


brought on by her life situation. Pills were not “effective in 


relieving her pain, and neither was traction. She sought 


‘alternative treatment in acupuncture... Acupuncture might 


work.on her nerves. The knowledge of causation influenced 
the — of treatment she sought. (Field aeeee). 


_. CAUSATION DEFICIT takes place when people have limited 


rr resources to draw on for explanation. Confronted with the illness 


phenomenon, they cannot figure out any pos sible cause. They need to 


go to the doctor for explanation. For the first ches, the situation is 


all new, and he has no illness experience in reserve to — on fora 


referent to begin self- remedying. 


A woman reported that she was an immigrant bride and knew 
nothing about infant care. She was isolated when she had her 


first child. 'My husband was at work, leaving me to tend the 


baby. I did not know what to do. I used to cry when the baby 


- could not tell if it was ill or well. Later, whenthere was-°> ~~ 


cried. I did not know what was the matter with the baby. I 


something wrong with my‘children, I always took them $0 
the doctor. It was much better for the doctor to decide.’ 
(Field notes) 


Another woman reported about encouraging her friend to seek 
medical care. ''Mrs. Moh was worried about herself. But 


she would not check up. I think she was afraid to find out’ 


what might be wrong with her. Her daughter- in-law was 


' just the opposite. She,went to see the doctor for any little 


herself." 


thing. She was always finding something wrong. The doctor 

told her not to go so often. Sometimes things may take care 

of themselves. But this woman has to see the doctor to find . 
out the cause. She does not seem to be able to decide for 


(Field notes) 


When aus is a causation deficit, a person cannot act on the 


symptom. However, even when he finds something wrong and sieaedie 


: 
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the doctor to define the causation, he may be given the verdict "no 
cause. r Several women respondents had gone to doctors to seek. | 

explanations for their painful expe riences. After different tests, they . 

- were all told that there was "nothing wrong." The patients. reported that — 
| ao the doctors capitulated, attributing their symptoms to ''nerves" or 
"thinking too much. '' »They did not really believe in the stress theory, ; 
since they gous not alter their environment or behavioral patterns. 

The nervous causation theory was not taken seriously. Amey continued 


to seek an “acceptable explanation from other doctors. 


COMPETING CAUSAL EXPLANATIONS. ‘From the initial dis- : 
covery of something wrong to the day the diagnosis is made, many 
explanatioris may be considered. Some theofies may be irreconcilably © 
different. ee Chinatown who have seen several consultants may 
indeed have many explanations in their reservoir. For those who have 
accumulated different explanations, it is rarely.a problem to decide : 
which one is relevant. It is not as if someone has an array of mer 
chandise and must choose from equally attractive and desirable ions. 

For the patient, theories of causation flo not compete on an ideological 2 


e: rational level but ona pragmatic level: the test of stickey. 


ce Different types of explanations compete with one anogher in in everyday 

em, living” Situation. Is the symptom reduced? Is the distress or dysfunction 
relieved? Are the requirements resulting from the explanation com- 

patible with the scope of one's living and environment? The germ 

theory as an explanation for tuberculosis may be feasible when the | sgt 
patient has to take medicine for a nes duration or to separate eating | 
utensils for awhile. When it necessitates re-arranging bedrooms, | 
airing out rooms on cold winter days, taking medicine for a long time, 
going for sputum tests and blood tests, getting X-rays for family 
members and shots for the children, while the patient can hardly find 


any existing symptom to worry himself, the germ theory is really not 


"real.'' The germ theory can be useful if someone is highly concerned 
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and wants to be sure he is not disrupted by contagious disease. A middle- 
aged woman living in a rooming house asked whether it would be possible 
to catch cancer. She shared a toilet and kitchen with the other tenants. ~ 
One old lady in the rooming house was taking radium treatments that 


| 
they said were for cancer. When it fits the person's concern, the theory 


of explanation is plausible. 


Competing causal thearies should be sub stantiated by treatment : 
» 
; ‘efficacy. This was illustrated by an old man's story: : 
He was in healing. He read about 
Chinese traditional medicine. He collected his own pharma- 
copoeia and advised friends and relatives on treatment. 
Many years ago, he had a bout of abdominal distress. He 
reported visiting five different M@alers in one night, both | 
Eastern and Westérn doctors. ''Not one gave the same ~~ ~~ 
reasons. '' He bought all the medicine that they prescribed 
and tried out each one by one. THe one-that relieved his - 
symptoms in his subjective judgment was the "right medicine’! 
and the healer probably gave the "correct cause." 
(Field notes) 


me The causal theesy given by ther doctor must also be consistent with 
cae thé patient’ s symbolic system. When it is not, the patient is inclined 
to adhere to her or his own familiar theory, especially if the doctor’ - 
treatment does not meet the test of efficacy. 


A woman who had aches and discomfort i in n her knees and 
calves went to get a checkup from a Western doctor. The 
physician checked her and found nothing specifically wrong. 
He advised her to take aspirin. She reported that she rarely 
if ever took aspirin, which caused her gastric distres#§ She 
* went to see an herbalist, who explained that she probably 
oe | had exerted herself, and that the stiffness came from ex- 
| ; posure to Foong. She found that the herbal prescription . 
relieved her. ''Western medicine does not know anything 
; Abit ey er about Foong. That is why they cannot treat conditions that 
eS ae caused by it. They could not find out what was wrong." 
(Field notes) 


Ultimately, it is the degree of distress they experience in every- 


day life and the duration of suffering that dictate how seriously people 


will take causal explanations. People are willing to give the explanation 
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an extra opportunity to be proved right. When symptoms are not 


relieved, the explanation is 


Mrs. Ling suffered migraine, ringing of the ears, and pain 
in her face, neck, and limbs. She hada clear and compre-_ 
hensive recollection of her medical history, with the fullest’ 
details of her pathology. She had suffe red for a’long time. 
At one point, she had been unable to walk due to severe a 
_ . arthritis in her limbs. Now she had arthritis in her neck | 
jaw bone. She had been cured of her arthritis of the 
_ limbs and had given up her crutches when she followed | : 
’ faithfully the nutritional theory of Adéle Davis. She had 
_ been on a diet.therapy and had gotten well. She continued — 
to believe theory to be the "right'' theory. 
She had not given up her diet therapy, although her distress 
continued. The explanation of nerves or arthritis of the jaw 
did not mean much. She-hung on to the once effective theohy 
and hoped at the same time that she could ''feel normal’ 


for one ~ (Field note’s) 


TEMPORALITY: SYMPTOM PERSISTENCE. The persistence 


of symptoms increases one's need to seek an explanation of the ilinese } 
reality. When the, symptoms are transient, they can be briefly explained. 
When it does not reappear, no further explanation i is sought. 


_A patient who had his gall bladder removed recalled sek: in 
the beginning, he felt a stomachache. He thought it was 
indigestion. He gave it-a~common everyday explanation. 

- When one had indigestion, it was necessary only to take some 
common patent medicine. Since the,discomfort disappeared, 
he thought nothing of it and did not even. have to resort to 


another remedy. (Field notes) 


When the distress presists, and there is some disruption of daily 
routine, one wants to get a better explanation.. When a common every- ~ 
day household remedy doés not work, and the lay theory of causation 


fails, the person seeks a professional theory of causation. 


, A woman who had high blood pressure and diabetes found she 
a - hada high fever. She attributed the fever to her pills because 
she had a high temperature after she took the pills two times 
ina row. She rested and stopped her pills. When she did not 
get well and could not go to work, she consulted her physician, 

. who hospitalized ner for infection. A definitive diagnosis was 
not made. oo (Field notes) 
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‘An explanation gains validity when it passes the test of time. Ite— 
is: seen as a "real fit” when the symptom is successfully reduced because 


2 


of treatment based on the causal theory: Feces. 


SENSE OF CONTROL of PHENOMENA. The meaning 


“of an explanatory theory shifts in relation toa person’ s sense “of control ~ 


of the illness situation. When signs and symptoms cause no distress, 


and there are no disruptions, he may not be concerned with explaining 


the situation. He can disregard the symptom with the explanation that © 


~ is - really important. 


A woman witha retrograde uterus first began’ to lose her 
bladder control. It was so slight that she could continue to 
work. It took months’before she seriously lost control 

had to seek a professional explanation. (Fiel 


Some puaian use explanations to control the illness situation. 


- When beginning symptoms are not incapacitating, or when oe 


are psycho somatic ‘and are declared unimportant — in lay terms, when 


they are caused by ''thinking too ( hs sum lui tso yun) 


top'' about. "Staying on top" means focusing attention elsewhere to 


reduce consciousness of the physical feeling. A person intentionally 


gateway with routine tasks, or any occupation to divert his mind from 


his body. 'Mind over matter" may be an effective way of explaining - 
illness when the symptom is tolerable. Tolerance can be enhanced by 
the cooperative effort of another. 


A woman found she could bear the discomfort of uterine con- 
traction when her mate assisted in directing her attention to 
define the pain experience by practicing conscious relaxation. 
and deep breathing. They jointly agreed that the contraction © 
experience was notthe sole labor phenomenon, and that 
breathing and relaxation were also part of the total birth a 


(Field notes) 


The undesirable aspect of experience is diverted by an effort to "stay 
on top'' of the situation. One also selects a theory of causation and 


abides by it as long as it is effective. 
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‘When the symptom is slarining or unusual, even if it is not distress- 
ful, one does not rely on a lay explanation. Alarming symptoms are 
those that a person cannot deal with or has no previous reference. to. : 
explain them with. He does not have the capability or equipment to | 
deal with them. Bleeding isa prime example. ‘It may not be accom- 
panied by pain. The sight of blood is so unusual that a person will seek 
a: professional explanation and treatment for it-right away. His sense ot 
control is highly shaken. To get the symptom. under professional control 
is even more important than obtaining a professional explanation. 
the symptom is distressing, and disruption of routine takes 
place of the loss of health becomes 
threatening, A person explanation tends to be influenced by the risk . 
involved as weil as by the symptom. Even if an explanation has been, 
accepted before, when the symptom recurs, the éarlier theory helps’ 3 
little. One's prime objective is to eradicate the symptom and ‘get 
things under control.’ | 


— An asthmatic woman rstood and had an explanation for 
‘her illness. But when she had: an acute attack, her family | 
promptly took her to emergency, whe re her condition could Bi, 
. be brought under control through professional treatment. | 
''The doctor gave her a shot and. relieved her. The pills 
help relieve the allergy but could not act fast enough to 


take care of her gasping. - (Field notes) 


EXPLAINING AS A MEANS TO diam LLNESS 


| | | Polgar has noted that people who get sick ask two correlated 
‘questions: How did it come about? and. Why did it happen atthis ~~ 
particular time? * Seeking a causal relationship to explain what's | 
" wrong dneias providing oneself with not only a cognitive representation 
of the bodily experience but also a frame of reference for action. It is 
- part of problem solving to identify-the problem in order to act on it. 
Thus both the healer and the sick person seek to identify the cause 


of illness. 
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A person s world view provides a schenie of. relationships oeryees 
himself, the world, and nature. He draws his body image from pre- 
organized information. The concepts of health and i illness in different 
cultures (sometimes institutionalized and. existing as a separate boty of 
sen and other times remaining undifferentiated from the culture) 
provide people with. different theories of illness causation: people ~~ 
up ''prepackaged" information and link it to their illness situation. - 
«Concepts of illness and health in different. cultures show variations and 
} ‘similarities. Polgar has found that cross- cultural comparisons of 
etiological notions make - the largest body of literature on popular 


health culture. 11 


a. In prelitérate societies, illness causation is closely identified with 
_ violation of rules of ced ct and with supernatural beliefs. The Ojibwa. 
| Indians consider illness the result of bad conduct and hold individuals: 

morally responsible for their deviant behavior. /¢ _ The Wisconsin 
Chippewa Indians hold ' primitive concepts of disease,"' attributing 
- illness causation to sorcery, breach of taboo, disease-object intrusion, 
spirit intrusion, and soul Sean. lod Across the world in Southeast Asia, 
Jaspan has found that the Redjang Sumatran! s theory of. causation is due 


to.elements, especially wind and water, deistic retribution, sorcery or 
| 
witche raft, and poisoning. J elliffe and Bennett say the Zulu's theory 
of causation falls into two main categories: magical - supe and 


physical-empirical. 


Identifying is not the task but the 
task as well. In modern medicine, different scientific theories are 
continuously being developed ond tested. The most commen medical 
theories, aside from the germ theory and other known causes of ill- 
nesses, are the psychosomatic hypothesis (the general ee syn- 
drome) and the autoimmune theory. ; Theories of illness causation © 


may guide health professionals in their treatment. 


a A client's attitude toward a theory of causation is ditts rece from a 
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: be proved wrong by new scientific findings, and that current theories 


only help to explain illness phenomena, clients have an implicit belief | 


| 
that the knowledge of illness causation will effect a cure. There is an 


absolute quality to the -implicit belief. When healers do not cure, it is 


- because they do not know the cause and they have "guessed" wrong. 
Respondents in this ‘study repeatedly implied and some indeed made © 
explicit this belief. For the sick, etiology has not only the initial func - 
tion of providing a representation of bodily experience and thus a sense 
of certainty with reduced anxiety, it is (as the sick understand), “oe 

. necessary adjunct of the comipetent healer. 

This implicit belief is further demonstrated by the dual use of 
indigenous and scientific medicine in different parts of the world. 
Scientific etiologies do not seem to be accepted’ as an alternative frame | 
of reference, but. they are accepted as an alternative form of therapy, 


proved to be empirically effective.. Western doctors can treat certain 


illnesses that the indigenous healers cannot. sid J elliffe ‘and Bennett 
have found that the Zulu classify illnesses according to effective treat- 
moene: _European illnesses that respond to Western medicine, e.g., yaws © 


and alaria, and African illnesses, e.g:, bewitched syndromes, that 


a, | are unlikely to be understood by Western medicine. 18 A quotation from 


a Navajo tribal council chairman illustrates this common belief and the 


role of explanation in treatment : 


As Isee it, all the diseases which hurt the Navajo people may. 
«. ««- . be divided into three kinds. There are those diseases that we 
medicine men have given up on. We know that you white 
. doctors have better cures than we do. One of the diseases of 
' pe that sort is tuberculosis. Then there is sickness which comes 
: We from getting too close to where lightening has struck. Right - 
now there are probably some patients in this hospital who are 
sick from that illness and you doctors have no way of even — 
finding out what is wrong with them — but we medicine men 
can, and we are able to cure such cases. A third type of 
illness is snake bite. You can cure that, and we Navajo also 
- have our own medicine for that. | 


Laymen usually formulate a theory of causation to explain their 
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illness as wilt of the defining process. that they. undertake on their own. 


They want their explanations to be supplemented and confirmed by the 


consultant. Many would deny that they know what's wrong, keeping the 


theory to themselves. When explanations are not offered by the healers, 
they are dissatisfied. ™ The explanation they get from the professional 


expert must fit the illness. They judge the fit by subjecting treatment 


prescriptions to an efficacy test. The following chapter explores the” 


process of the patient's search for the right doctor, who knows the 


right causation and can cure. 
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CHAPTER SIX 
MANAGING ILLNESS:\THE SYMPTOM-ACTION 


Laymen take care of illness with various strategies they select for 


Gree | themselves. The steps they go through, the importance they attach, to 


their thoughts and actions in differ ant stages, and the characteristics of 


their actions will be discussed fully in this. chapter. ss 
‘TRIAL “AND ERROR: THE LAYMEN'S SCIENCE 


. Hoping to alter the undesirable condition of illness, peopte enter 
into a symptom-action phase. In this phase, they act sccovding to what 
they think thie cause of their illness might be. Actions may elude taking 
a special kind of food or medicine, following a certain conduct, or ee : 
no action — ''Teaving. it alone. '' Tll people may ignore the«symptoms and» 
try the ''mind over matter" strategy by concentrating energy and atten~. 
tion elsewhere. Sometimes, \ when their symptoms are not too incapaci- 
tating, they resolve to take little action and hope "time will heal.'' There 
may | be a whole gamut of actions. Ill people may act ~ involve friends | 
and relatives with their problem; they ask for and receive advice and 

a _ carry out different recommendations. When everything on the lay front 

) ee fails, they move toward more reo actions involving professionals. 
The sick, regardless of their race or language ability, all refer to the = 
actions taken to alter symptoms as "trying out.'' They try out remedies. 
They try out doctors. Trials are not just actions. | ‘They ~~ 
strategies based upon assumptions veniiiieiies by othgrs or on their 

own experiences. The trying- out process, therefore, isa process of 


applying selected information, now linked to the iTinees situation ina 


course of goal-oriented actions. is 
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“THE PROBLEM: A NEED FOR ACTION 


BASIC PROPERTIES OF NEW Actions. Actions are not 


part one's tasks are unfamiliar ventures. One has not wit- 
‘aeaed the action in the past and cannot predict its consequence through 


experience. Since a prediction may or may not fit the consequence, any 


action or strategy has inherent chances of failure, , and hence is risky. 
In our everyday life,. we are accustomed to acting and cee * to observe 
the onséquences. We "ery out"! diffe rent tactics. Trying out isa 


problem-solving strategy in our everyday life. 


SYMPTOM ACTION IN ILLNESS. Since it is an interruption of 


one's state of — or of one's daily routine, the appearance of a re 


symptom (and sartiewbasty the persistence of: a symptom) changes one's 


everyday living. In the preceding chapter, I discussed how the illness © 


situation becomes problematic for an individual as it alters his ; accus- 


_tomed reality. Illness experience, particularly a first expeyience, is 


an unknown. To allow the illness to progress has potential risks of 


further disruption of one's health. To avoid further damage and to pro- 


mote healing, one takes actions to alter the illness situation. Trying out 


isa strategic ‘risk PRI further health risks. Hopefully, it is 


a relatively small ‘risk t restall more.undesirable hazards. Remedial 
action may or may not fulfil the goal, i.e.| "cure." It isa process of 


trial and’e rror, of combatting one unknown with another unknown. Trying. 


out different tactics enlarges one's options. One seeks new solutions 


when previous trying out. fails. People do not. easily give up trying out; 


they need to find solutions to the symptoms that interrupt their daily lives. 


CONDITIONS THAT LEAD TO TRYING OUT 


Distress, disruption, and duration, singly or together, can lead 


one. to theorize illness causation and to seek an appropriate strategy to 


get rid of one's illness. reope who find it difficult to leave their social 


roles and responsibilities may have distress cd nevertheless continue 
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their routine. They’ try out remedies. to help them tolerate 
; symptoms and remain in their roles. 


The women with migraine headaches and arthritis sata that 

they sorely needed treatment to alleviate their discomfort. 

, They were willing to Very anything. '' They tried out different 
“ways so they could tolerate themselves, their pain, their 
; housework and their family members. (Field notes) a 


be ‘ 


A high degree of distress. will disrupt one’ 8 daily routine. The 


\ 
discomfort and anxiety generated by. inte rupted social and. occupational 


roles make trying out a most needed action. : ae 


ei. "You work in the fish market and your hands get chapped, and 
-- eracked. You work in the cold running water all the time. 
You are in and out of the walk-in refrige rator at all hours. 
It does not have to be winter for you to catch cold. ~You have. 
to take what job you can when you have many mouths to feed. sd 
— Hong Kong, I had my own desk and room in the telephone 
company. Here you have to work in jobs like this and take 
the boss's grumbles. I did not-work there three months and . 
I was sick with a cold and kidney infection. I tried different 
doctors until I landed flat « on my back in the county hospital." 


Someone with a continuing illness tries out different rembaiée and 
consults many doctors. “If his symptom is not too uncomfortable, he does. 
not try out continuously. When he feels anxiety from some other problem, | 
he j increases wis actions. 


A woman who had had arthritis for several years d begun to 
- _ learn the feeling prior to a bad attack. She had had shots and 
; acupuncture in Hong Kong. She had tried out Western doctors 
' in San Francisco, whom she thought did not help her at all. 
—™ She went to different indigenous practitioners for acupuncture: : 
"Now, before I get too bad, I'hurry and get a treatment before 
I get forced to bed in pain."' (Field notes) 


As his illness proceeds, and when different strategies have failed to 


bring about satisfactory relief, an ill person's doubts about the illness 


causation may return. While .sé¥ching for, remedies and consultants 
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to try out, he is also-testing out his theories of causation. 
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The ill penson looks for different strategies to try out. In an 
| environment which offers numerous options, trying out is greatly facili- 
tated. In Chinatown, there 4re many medical options available and 
easily accessible. One €an avail oneself of different remedies freely. 


Moreover, popular attitude favors trying out. Trying out is encouraged | 


and considered the thing to do in an illness situation. There is a try-out 
philosophy inherent in the traditional herbal healing pattern. When one 
goes to an herbalist, he prescribes two herbal potions. The patient is 
to take the medicine once a day and try it out. If it does not work, he. 
‘returns to the herbalist, who will adjust the. prescription to ''fit'' the | 
Ie _. illness condition better. The treatment philosophy is that one should 
‘test out by trial. If the treatment is not effective, it is not wise to con- 
tinue to take the same presc ription. The pervasive try-out mentality is 


demonstrated repeatedly in respondents’ 


An herbal man in a busy dispensary t d me that "When you 
sick, you go to see the Western doctor. If it does not 
; work, you go see a nanan doctoy. If it does not work, 
you try someone else. ' 


The trying- -out attitude is largely taken for granted as a way to’ manage 


illness in Chinatown. 


5 


Patients’ attitudes. and expectations perpetuate the trying- -out 


process. Explanation of illness causation is important to patients. | , | 
People treat consultation in a practical,. logical fashion; they empect a € 
gereuasive and clear explanation from doctors. If they don't get what 
we want, they will continue to goa few times to ''give the doctors 
: chance to work'' on them. . Respondents say, "You go a few times at 
least. | If it does not work, you don't want to waste ‘money*and time and 


go to the same doctor! "' | (Field notes) 


Although interested mainly ina cure, patients come to expect 


healéxe to know the precise causation; for if the doctor knows the cause, 


A woman reported, "Some doctors do not know the disease. 
They just treat and give you something. If they do not know... 


UMI 


171 
cenversations. 


UMI 


/ 172 


causes it, the treatment does not My child had 
this illness that I took to different doctérs. Nothing helped. 


finally found a doctor that helped. If he- had experience 
| | with the illness, he would know how to cure it. He could 
take one look and know what to do. ; | - 


(Field notes) 
- Patients also expect the expert doctor to "'do something.'' The. | 
: medical action has to prove curative to be worthwhile. Their idea of 
when a cure should take place may not coincide with the physician's. 
, This makes the physic ian feel that the patients want instant cure. — 
There were patients who complained that some doctors = not do any-_ 
: thing" for them. They had to try out others. Indeed, patients with long 


trying -out histories are ' 'shop worn'' and say, Be only he could guarantee 


to cure me' ' when they.meet a a new doctor. | 


STAGES AND STYLES OF TRYING OUT 
Trying out generally begins individually in private. The sick 


person asks around among lay friends and relatives to come up with 


some kind of self-remedying. ‘Whats self-remedies do not Kelp in alleviat- : 


ing symptoms, he looks for professional help. Shopping around for 
different consultative resources takes place if he does not know exactly 
whom to consult. Whena consultant is found to be "helpful,'' he engages 
in the treatment. When the treatment does not seem to relieve discom- 
fort, so that he can resume his daily routine, he seeks out alternate 
options. Panetionns people can go from one consultant to another in as 


multiple trying -out, sequentially or concurrently. In the beginning, in 


defining the illness, the person is concerned with etiology. Later he may 


continue to wonder about etiology, but the central concern i what works." 


Trying out is to test and find something that is efficacious. 
SELF-REMEDYING* 


Self-remedying is acting on symptoms with strategies picked up by 
-.-the individual from past experiences or from others’ recommendations. 


It is essentially an informal activity comprising lay opinions, In our daily 
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lives, there are many kinds of indisposition that are taken care. of by 
self- remedies. The conditions for self- remedying depend onthe 


resource that is at hand and on the — of relevance. 


| A RESOURCE is knowledge aout tactics for isedilte types of 
symptoms. A person engages in self - remedying if he has’ knowledge 


-* about thie symptoms: -somethi ing he has seen or experienced before, 


Sg._headaches, respiratory colds, gastric distress, excretory irregu- 
‘ larities, minor aches and pains, fatigue, and cuts and bruises. The 
‘symptoms are commonly known and there, are conventional remedies | 
we pe that are well tried out and have a ——- degree of predictability. There | 
See are “many familiar remedies, such as aspirin and antacids. In China- 
town, the people have their own popular medicines: ' Pos Tse Yuen | 
( for gastric distress, Tiger Balm (Ba | 
for aches and pains, and Gum Woh Tsia ( +4 Ae ee ) tea for colds. 
Self- vemiedvee draws on knowledge about successful remedies in 
a person! s own past experiences or-in others' current experiences. 
There are remedies that are familiar and practiced habitually. Many 
Chinese-Americans have taken herbal tea in their childhood. They 
remember being forced to take the medicine.’ As adults, they on) 


to use the herbal tea, especially for colds or flu. 


‘This couple reported that they did not consider themselves 
% believers in herbal medicine. They used to have to take 
herbal tea. Their children still get herbal*medicine for 
colds occasionally. When asked if they themselves admin- 
ister the tea, they seemed taken aback that nonbelievers | 
as they were, they did use herbal tea. Neither would 
volunteer who gave the children herbal tea. (Field we tes) 
_Self-remedying may be with something the ill pexson has dis- 
covered by himself. People develop their own repertoire to cope: with 
minor symptoms. Several reported that they do not like to take aspirin 
for headaches. Some will wait it out. Some take long naps. Others 
take showers. These remedies have been. empirically tested and found 


to be useful. There are also people that collect remedies. They write — | . 
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them down in their_private With traditional herbal ak 
medicine, there is no sanction about who may get certain medicine. As 

| long as one can pay, one can buy one's own combination of herbs. A 

ts Th collection of herbal formulas can be borrowed from those ga 


d expe rience in using them themselves and have found them. useful. 
When someone has access to someone se' s successful remedies | 


for similar symptoms, he prolongs self- reme ing. , ‘The. efficacy is 


empirically tested by the/user-and passed on to others.. 


Self- remedying <an be based he knowledge one picks up, 


as compatible theo ies of Trac ition is a source of theories,,. 
formulas, and r cipes that people can apply to their own situations. | 
‘Since the individual may not have experienced or seen the secipe being 
tested, ition, which is someone else's empirical knowledge, 
as convincing as living examples that one comes, across. Traditional 
knowledge in Chinese folk medicine, in addition to drugs, includes food 


or suggestions for conduct. There are general health measures within 
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the culture that have become common practices in daily lives. Food — 
and herbs are used both nutritionally and therapeutically. When one 
notices fatigue ora dry throat, signs of a cold, one can aiaes herbal 
soups to balance one's exces sive Hot ( mR x ) and supplement one's 
Hay ( bal ). Many suggestions for caiens are precautionary self- 
remedies, e.g., avoiding exertion, staying out of cold and wind, taking 
rest, and not getting upset. . Religion is incorporated into theories of 
causation and can be used as a way self- remedying. Initial symptoms 
that are benign in appearance and mode rate in sensation are treated as 
something that may se away, for those who have faith and pray hard. 


One tries praying before one goes to see a doctor about the symptom. or 


~The resources for self-remedies are generally within reach. The 
~~ success of, trying out, particularly in self.~remedying, depends on the - 
availability of the resource. The resources are within the primary 


groups: family, immediate occupational groups for adults, and social 
| 


groups for the elderly. The availability of many options in Chinatown 
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- “gives the individual a broad choice of self-remedies. Some respondents 
whose»parents live close by continue to use Chinese herbal remedies. 
Many acknowledged that they would not have selected the herbs, but since - 
their parents purchase and sometimes even brew the medicine, the adult 
children obligingly take the he she. Occupational circles such as women . 
in congested sewing men in the training groups, 
and English Jangesgs classes are interpersonal sources for trying-out 
information: Elderly unemployed folks have leisure aad frequently 3 
‘belong to focial clubs, family associations, or senior citizen centers; : 
— often check out their infofmation among their elde rly friends. 
: Knowledge about health, illness remedies, and doctor referrals 
are gathered from within these contained social networks. q, The 


| hierarchy of lay consultants is not contingent upon the closeness or 


intimacy of established kinship or friendship, but upon knowledgeability.” 


_ To find out ways af self- remedying, one does fot necessarily seek out 


the elderly, but rather those who are within reach and who ay have ‘d 


had similar experiences. In. a rural country where there are not many 
healers, people may have to rely on their. own experiences and on | wise 
counselors for healing information — often older people. . 


- A woman in her fifties recollected the life in rural Canton. 
The young women knew nothing about childbirth, stillbirths, 5 
or miscarriages. They. relied on the elderly women inthe _ 
to them upon such occasions. (Field notes) 
A long-time immigrant. reported how he took his younger. 
wife around to different doctors for her asthma. ''Back in 
the country in China, you don't have doctors. You learn 
about what's wrong from the old folks. It is not like here 
in America where you can go to specialists. , (Field em 


‘In Chinatown, where family activities are centered around going to 

work, daily marketing, and walking children to and from school, a 

_ person does not seek out relatives and friends if he does not live with. - 
them or near them. He does not check out information with relatives | 

or close friends so much as with those whom en meets on his daily Cs 
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rounds. — It is not uncommon to hear brief street- corner conversations 
about who has heen ill, ‘who has had an accident, and what doctor some- 

- one has seen. Elderly folks have more experience but they are net sought 
o out in poreecuans as ina rural community. Many elderly Chinese are. 


fond of telling others what to ‘do. But other folks are just : as likely to 


have a fund of from network contact. 


RELEVANCE is the individual's perception about the importance | 
events and things. When 'a Bymptom is and inte rpreted as 
“common, he tries out. self-remedies. “Many beginning symptoms are 
treated as such. People link the seemingly common features ofthe . _, 
present symptoms with other common symptoms. When symptoms are - 
interpreted as relatively low risk, ia. transient and of benign appear-. 
ance and moderate sensation and distress, it is safe to try out self- 
- remedying. Ifa person's daily routine and social life demand much - 
| ‘in ahd ene rgy, these pressing demands may outweigh the tirne and ee As 
_ energy one wishes to spend in consulting a doctor or waiting ina clinic. 
* that case, the symptom is considered less relevant. Minor symptoms 
just have to be taken care of through self- sienliee as long as there is 


no time'to attend a clinic or wait to see a doctor. 


A woman waited four months before she saw a doctor. Her 
symptoms were bothersome to some extent. She had to work . 
hard to make ends meet and had to attend to her work 
primarily. ; (Field notes) 


Conversely, ifthe. _—" is not readily available, patients may have to 
use self- remedies wee waiting for an appointment. Iry Chinatown, 
. Western doctors’ office houra generally begin in the afternoon. Patients . 
a, try to wait rather than call for emergency service. 
The time for self- remedies is usually in the onset of a course of 
| ieee The ill person tries to do something by himself until the 
symptom can be endured no longer. He then tries out the remedies 


prescribed by the doctor. Self-remedies do not stop after professional | 


prescriptions are obtained. The patient often uses precautionary 
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measures to accompany the official-treatment. Dietary measures are 


‘complement, e.g., for building blood or cultivating Hay 


often used asa 
( A ) They are used in conjunction with medical treatment to cornbat 
the debilitating effects of surgery or childbirth. 
The consequence of self-remedying is that by’ acting on the symp- ence 
toms, a person’ - attention is turned toward control; he is concerned 2 
with taking action and doesn! t dwell on the discomfort and danger of the. 
symptoms. When someone supplements self-remedies with medical 
treatment,, he feels that he is doing all he can to improve the illness _ 
Mie ge * condition. The outcome is a relief of anxiety. When self-remedies are 
successful, it is satisfying. One becomes a resource information for | 
others with similar symptoms. Self- vemuidies are convenient. © A person 
re ~ does not have to invest a great ‘na of time and money, and thus he saves 
TRANSITION FROM LAY REMEDYING TO 
PROFESSIONAL CONSULTATION 
"When you there's wrong, you try to do something 
yourself, and when it does not help,'' that is the time to sdek professional 
help. Some people may seek professional help sooner if they are not 
certain about "what's wrong.'' When someone does not have extended 


resources, he must seek professional help sooner. Others seek pro- — 


fessional help when they notice a shift of relevance. 


? 


-. .RESOURCE. People who Have a limited reservoir for picking up «| 


information are limited in ways they can explain their illness causation. 


€ 


They may be young and have little past experience to draw on for self- 
remedies. Those who have a small friendship circle need to have other 
sources to help define their illness and to obtain clues for symptom 


action. An extended social network may not always delay someone's 


professional consultation. Sometimes the experiences of others‘may 


show that the illness condition warrants prompt professional attention.~ 


RELEVANCE of the symptoms may change as they persist. ? 


UMI 


A 
| 
at 
i 
« 
‘ 
4 


UMI 


vivid portrayal of risk and heightens the relevance, thus speeding up 


Incapacitation may result. Symptom persistence ‘ini | biological 


function may seem more and more undesirable and dangerous. Even if 


_ the distress is not pronounced, its persistence may mean serfousness or 


progressive dysfunction, and causing trouble. 


The shifting of relevance can be seen in the case of a carpenter > 


i ae who had hearing difficulties. The working crew‘around him © 


had adapted to his handicap. They talked louder. However, 
he found that his adolescent children just did not bother to | 
talk to him. In social occasions it was most embarrassing 
when he could not take part in conversations with people who 
did not know his handicap. The isolatign was becoming un- 
bearable. When he heard of a new ‘method, he promptly ; 
tried it out. He continued to go for acupuncture even though _ 


- When the persistence of symptoms interferes with a person's : 


ability to continue daily routine, he turns to professional consultation. , 


The importance of his vital occupational role is of pragmatic relevance. 


If the occurrence of illness. impedes his survival needs, symptoms must oa 
be eradicated speedily through professional help. 


A janitor with sinus problems promptly consulted a doctor. 
His manual work was impeded by having to attend to his | 
nasal problems. The dust in the environment further 
aggravated his problem. When his Hong Kong patent medi-. 
cine was running out, he had to use it sparingly. His self- 
remedy was not effective. He found himself promptly at 
the doctor's office. | (Field notes) 


A shift of relevance comes about in someone! s perception as’ he 
assesses the severity vf his symptoms. The increasing degree of | 
physical discomfort brings him to seek consultation. In addition, any 
element of danger or risk incréases severity. When there is any © 


dangerous factor that indicates severe dysfunction or a life threat, a 


person will seek professional help promptly. But if the incapacity is 


not dysfunctional, just inconvenient, he may continue self- remedying. 10 


A person' s perception of risks is often describéd with body imagery. 


| To rane ee risk, a person must get expert treatment. Imagery | isa 
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professional consultation. 


A man in his early ieriiee described his persisting hernia: 
"It was like a water balloon. It canal burst and hit the balls | 
and I would die." 


A man with gall bladder pain was y afraid that his: abdomen 
would burst open. 


A woman with pain in hee calves was afraid that she: might 
be 'paralyzed'' and stay in bed the rest of her life. 


Past experiénce wit warn people to seek consultation, as wat any risk 
‘of further suffering. The anxiety and vague fear generated by imagery 
often prompt people to try out ‘professional sources rather than dabble 


with further self-remedies. 


| THE PROCESS OF SHOPPING 
When the sick decide it is better for. them to see a doctor, ‘they 
_may not einen know-whom. to. see. Some have to search for appropriate 
consultants or the. 2 "right doctor.'' The process of shopping has a | 


different meaning for health professionals than for laymen. When health 


professionals speak of patients shopping around, they mean that patients 


/ don't stay with one doctor, but go from one to another. ay The layman 


views’ shopping as a checking - out process that is necessary when his 


knowledge about medical care is limited. He may need general informa- 


tion about what is available, if he is unfamiliar with the loca medical 


system, e.g., when he‘is new in town or. ''fresh off the boat." Someone 
who is sick and has exhausted his own remedies wants a specific type of 


doctor for his particular symptoms. People in this category sometimes 


check with their family doctors, but even more often v with their nondoctor 


friends and relatives, about who is ''really anes for that sort of thing." 
People who are dissatisfied with the treatment they have already gotten 
and want to seek out alternatives go to different consultants to try out. 


They have to find out who is ''good at it." Shopping, to the patient, is 


seeking resources for different alternatives for symptom action: lay 


help versus professional help, one professiqnal consultant versus another. 
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Public information must be backed by experiential testimonials... 
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Patients have to sort out good doctors from bad dactoids to find 


‘right doctor. ‘an evaluative process. As one respondent 
said, ''You cannot try them out one by one, you have to a around 
others’ experiences. and follow their recommendations.’  Thereisa * 


commonsense hypothesis that every illness has a cause. When one 


knows the real chuse, one knows the right treatment. One can tell if 


| the treatment works by taking some time to try it out. By shopping ? 


around, people hope to find the doctor that will know the real cause of 


their illness, and thus* can effect a cure. The right | doctors are those | 
who have experience. If the doctor has seen many sinntiat cases and 


has treated them successfully, he is an expert in that certain illness. - 


Respondents expect specialists to be experts. ~ They frequently stressed 
that they consulted specialists, whom they expected to be knowledgeable 


and effective. _ Advertisements of indigenous practitioners further illus- 


trate this attitude; they stress the fact that héalers are experienced with 


specific symptoms, and are equipped with special secret formulas handed 3 


down by tradition. 


Patients who have shopped around and ivied out diffe rent consultants 


. vite much satisfaction are open to suggestions for many new options. 
: They do not evaluate the consultants by how orthodox or legitimized they 


are by professional standards. Their evaluation is based on possible 


results: ‘anything that will help.'' This absence of scientific screening | 


in choice of remedies and consultation is called ' ‘patient ignorance" by 


health professional. Laymen feel that it is more proper to: pass their 


evaluation on pragmatics: whatewse works. is desirable. 
The sources of shopping around are similar to those of-self- 
remedies. ei One looks for consultants known to treat certain types of 


symptoms whpm others can recommend: The mode of shopping around 


: resembles the interaction in seeking information for self- remedies. 


4 
The information available to most people, like the lists of Western 
doctors in the yellow pages of the phone directory and-the advertisements 


for special healing in ethnic newspapers, are sources for shopping. 
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: Shopping for remedies and consultants i is affected by accessibility, ; 
communicability, and ‘availability as well as by ee: severity. If | 
the consultant's office is located within walking distance, one can avoid 
traveling a long distance. Traveling by public transportation for non- 
English-speaking people is particularly stressful and time-consuming. 
Communication is important. Patients have to report symptoms, while 
doctors must explain causation and seanaanese: when there is a com- 

- munication barrier, the consultation is not satisfactory. Non-English- | 

- speaking laymen seldom refer friends to non-Chinese-speaking doctors, aseitisiiensial 

___When there is a language barrier, the consultant becomes,. in a way, 

inaccessible to the patient. 

| While shopping around, the availability of the consultant must be 
taken into consideration. Consultants who have long ‘weising lists ‘dis- | | 
courage people from seeking their help. People. are forced to —_ 

elsewhere. Frequently, long waiting lists are the consequence of 
popularity. An acupuncturist sought out by many has a three-month = 

| waiting, list. Patients have to compete for a popular doctor's time and 
attention. There is a long wait behine acceptance, and a long wait | 

, before each appointment. In the offices of indigenous practitioners or 
modern doctors that provide acupunture, clients have to compete with - 
non-Chinese clients for appointments, although Chinese 

doctors, and bonesetters cater toa Chinese clientele. Long 

waits for appointments ate difficult, when one finally gets to see the 
consultant, the symptem may not be urgent anymore. People who Se 
: not have access to information about others' experiences, e.g., those | 
with a. ‘limited social network, have to shop around by actually trying out 
different consultants.: 
. When the discomfort from symptoms i is increased, shopping is «\ 
_ reduced. Often a person must go to a consultant whom he has not 
checked out. In surgical cases, shopping around is also reduced. The 


a recommendation for a surgeon usually comes from the physician. When 


there is a preferred sexual status, e.g., women who want women doctors 
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“symptom reduction, one — to resume shopping and trying out. 


for gynecological symptoms, one can limit the shopping to fewer choices, 


shortening the shopping process. When patients find someone with whom a 


to engage in treatment, shopping is reduced. Consultants who have had 

symptoms similar to the patient's are preferred. Patients anscme that 

— consultants have a high —— of knowledgeability and empathy. 
~The goal for shopping is to get in touch with someone that can effec- 


tively decide the illness causation and prescribe to relieve the <r 


If one cannot find a doctor after whose consultation one experiences 


ENGAGING PROCESS 


The engaging process occurs when a person voluntarily e enters and 


commits himself to be guided by the consultant in order to bring about a 


cure. The engaging process that takes place in the doctor’ s office is not 
binding except to the extent that the patient wante to relieve wie suffering. 


Engaging involves not only showing up where the consultant is and receiv- 


ing directions, it also becomes an emotional involvement. There is an 


ongoing reciprocity. Patients give their hope, trust, money, and time 
in exchange fora cure. 
The engaging process is affected a various conditions: the saibiesiat 


expectation and demand for an ea explanation, symptom action, and . 


' dhope for recovery and trust in the consultant's comngapeate to bring about 
acure. Engaging may vary with the type of and according to 


3 whether it is acute or chronic. 


A patient's initial demand in a this relationship to the consultant, is 


that he provide a cogent explanation of what is wrong. Towards this 


end, the patient expects the consultant to conduct a thorough investigation. 


_ The consultant's ''conscientiousness' in using visible instrumentation and 


tests to explore externally invisible body processes and in making a 
comprehensive inquiry of iiss related events are indications of the 
consultant's reliability. Patients expect clear explanations of illness 


causation and prescriptions for treatment. The risks of the illness must 
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| be identified as wail as the risks of nontreatment. If the consultant can 
promise symptom alleviation or the removal of risks, as in many surgical 
cakes, this promise encourkges the engaging process. 

Prompt initiation of symptom action. speeds up the engaging process. 
One of the contextual conditions that encourage the establishment of this / ip 


relationship is scheduled regularization. Experts set a schedule that 
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calls for a voluntary return check-up to insure the patient's recovery. 2 
They give patients some kind of regimentation to follow. Regimentation 
may include modification of daily activities or behavior. It can be a 
prescription fora diet or drug. Herbalists offer a similar schedule, 
telling patients to try out the ‘herbal prescription and return for adjust - 
ment. Bonesetters and acupuncturists have ipessiaiss return at regular 


intervals for treatment. 


CAPTIVE ENGAGEMENT occurs when the cénéultant 
with the patient for institutionalization for further intensive study or. 

treatment. Hospitalization changes the nature ‘patient's participation: 
his freedom of choice tes Teinns | in the hospital. “Once a patient is in the 
hospital, consultants actively pegform various activities for diagnosis | 

and treatment. There is a:gradual professional take-over which requires 
| patient submission. Sometimes patients find they are not ready to sub- 
ject themselves to all kinds of procedures: they find it difficult to 
iat ic relinquish the voluntary aspect of the consultative relationship. They 
become passively engaged. Attempts to leave a hospital are often 
hampered by institutional rules. When diagnostic procedures or the 
_ treatment regimen becomes intolerable, and the patient's anxiety level | 
becomes high enough, he just walks out of the hospital "without medical 
approval" to break the engaging process. 
; Patients enter the engaging process expecting a cure. | They want 
«to trust weal to abandon Reece management to the consultant. They are 
eo aware of their goal, ee symptom explanation and relief of distress. 


There isa concurrent emotional component: a wish to trust the bucvax 
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‘to obtain the Boal. They frequently say, 'Give me a good doctor,'' or 
"'T want to trust the doctor." Sometimes, entering the consultant's 
office for the first time, will that they are placing all 
trust in the consultant. Trust of competence is important because a 
: patient must be ready to engage before he can experience any alleviation 
of suffering: trust is thus an important aspect of the engaging process. 
‘ = On the interactional level, mere is a transfer of trust. A patient senses 
the trust others have for the same. , coneuleant and uses it as the basis. for 
his own trust. Successful living examples are proof that the consultant. 
‘is trustworthy. People also place a great deal of hope in the engaging 
, process., They want to abandon themselves to the competence of the 
experts. Having gone through long suffering from persistent symptoms, 
| they want very much for this consultant to succeed in curing. How _ 
they express their trust? They commit time and resources as their me 
part of the*bargain in the relationship. "Give the doctor several times— 
before quitting to allow time for treatment to work.'"' They express their | 
hope by placing blind truat-in a consultant. A woman who has concet 
(and pretends she does not know it), insists that "the doctor will do what 
is best for me"! and that ''he knows what he is doing.'' ‘ 

Trust is comienin: upon the patient's preconceptions of consultants, 
upon established relationships, and upon the ongoing interaction. Pre- 
conceptions can be stereotypic, such as these generalized attitudes: 

"All Chinese healers ase really good"; Western doctors are more | ‘ 
effective. Others presume that a healer's old age shows long experience 
and therefore competence. Recommendation from a laymat-who has | 
experience is a social evaluation of the doctor's competence. The 


recommendation can be a patient's opinion or a ''peer review'' from 


another herbalist or drug dispenser. 


i Previously established relationships ‘are important... Many 


patients go to familiar doctors, like the family doctor. '"'I go to so-and- 
so because I always go when I have something wrong" or ''my family | 


goes to him." If someone has experienced a dramatic cure from a 
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: aoctor, he. will never forget, and he will continue an there regardless 
of. the doctor's specialty. One patient has preferred the same _— for | 
twenty years: "I have seen death. ‘They say I have been to the other 7 

. world and Dr. Lim has brought me back to life.' : 

Ongoing interactions can enhance the engaging process ‘when the 
“doctor "really pays attentiondto what he is doing." Instead of criticizing 
"the doctor for not taking a personal interest in them, ‘many respondents 
express di ssatisfaction with what they consider negative behavior on the 


consultant!s part which makes them untrustworthy: they say the doctor 


is interested only in making money, ‘that he doesn't take enough time, 2 
that he doesn't talk mene they understand, and shat he is not | 
Engaging is also contingent upon the type of symptoms? Acute 
symptoms accelerate the engaging process. The nature of acute ‘strese™ - | 


is such that trouble with one part of the body leads to generalized dis- 
-. . comfort and one's energy is drained. Frequently, dysfunction and 
: interruption of routine accompany such stress. Engaging may become 
captive engagement. Symptoms perceived to be are or unfamiliar 
and that are reputed to be age risks facilitate engaging. Often on m ( 
one receives emergency sevice, instant engagement takes place. 


Having. to wait for consultation while suffering alarming symptoms 


heightens one's readiness to engage in treatment. When a patient per- 


ceives imminent danger, engaging will soon follow. 


_A man in his fifties noted the loss' of sensation in his right - 
fingers. He could not find his pulse. He gradually noted ~ 
a loss of ability to move his right leg. ''I could not control 
my own actions?'' He promptly sought help from the doctor. 
His body imagery was that the left brain was losing/its | ae 
. -- function and influence on the right side of his body. oe 
A . , (Field notes), 


In chronic illness, engaging is more tenuous. When a person has 


a chronic symptom and gone to see the doctor repeatedly, - -he becomes 


accustomed to seeing the doctor. This relationship will if the 


doctor is sympathetic to the patient. 
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A woman reported that she liked Dr’ Ming because he also 
believed in Chinese customs. She asked him for something 
to build her blood. He told her that she could brew beef 
broth. That would be good for her blood. She felt that 
indicated he understood Chinese customs. oo 


_ Since chronic symptoms remain, and people have to cope with them, if 


the doctor does not offer anything except drugs which do not eliminate 


the symptoms, the patients will eventually turn other doctors. 


THE SWITCHING PROCESS 


If the engaging process does not fulfill the goal of symptom reduc- 


tion, or if the treatment regimen prescribed is perceived to be a high 


2 risk, a person will move to disengage himself. ‘There are many reasons 


that patients give for switching. The-most common complaint is that 


their symptoms have not been eradicated, at all « or not soon enough. They re 
feel that they need to have a change in the course : of action. ‘They need ~~ 
to gain control of the bodily symptoms and of their daily lives. Switch- 


' ing is disengaging from one consultant and trying. out another. 


ENGAGING VERSUS SWITCHING. Many respondents had had 
multiple consultants. As they tried out different consultants they had to . 
decide how long to remain in consultation. People need guidelines for 
spending time and money. The guidelines that people use to decide | 


whether to leave a consultant all involve, represent, and express their | 


; personal experiences. Is the symptom getting better as one experiences 


it? When the symptom has not improved, the patient finds all kinds of 


i: reasons for switching. His reasons are evidence that supports se 


expe rience of nonimprovement. 


Conc dani proofs. When deciding to engage in the constiltative. | 


process, a pe rson wants to be sure that the symptom can get. better with 
this doctor' s treatment. He looks for reassurance that the symptgm is 


indeed better or will get better, Knowing that the consultant is capable : 


provides hope that the symptom will ied better. Patients use others’ 
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A woman who had rheumatoid arthritis could barely walk without 
assistance. She was undergoing acupuncture treatments. There 
was no visible ir provement. Her limbs were deformed. She 
continued treatment. She was told by another patient who had 
arthritis that it had taken him nine months of acupuncture to — 
cure his condition. This woman felt that she might get.a 

similar result if she persevered in the treatments. 


The social atmosphere in the indigenous piuctiiioner's office en- 


page y couraged many patients to converse with one another. Patients checked 


A ‘out the success and failure "of treatments with the practitioner's clientele. 


Some. 


patients were uncertain about their own improvements. When they 


- heard that others really found help’ they could see it themselves, they 


were 


encouraged to believe that the ciehernaenie was compe tent and that 


they themselves might get better. 


The visibility of treatment can be. a concrete proof that something 


is being done. Tangible treatments cnhe patients feel that they are — 


helped. Healers realize their patients! expectations and acquiesce in 


their 


for treatment. 


A practitioner reported how patients with long-term ieseses 
and much suffering would come and beg for help. Some condi- 


- tions just could not be helped. A refusal to treat them would © 
really hurt their feelings. So he would give them a treatment 


that he knew would not alter their symptoms, leaving the 


“patients to decide not to come back. He warned them that | 


it might not help. It would be up to the patients-to decide if 
they really wanted totry. It was interesting to see that some 
patients continued to return. ey insisted that they noted 
slight improvements, impercepti le perhaps, but slight. 
improvements. (Field notes) 


When patients are told of the goal ofa treatment, they often assume 


, } that the effects will be accomplished. The action is within the body and | 
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helpful infections. 


so can not be directly observed. They can, however, ‘experience the 


- results. When they. feel any change, they attribute it to the treatment. 


ye woman-had had surgery and was weak. She was told that 


she had an infection. She was given a shot to reduce the 


- infection and another "iron'" shot to help build blood. When 


she gradually recovered, she knew for sure that those were 
a 
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CONDITIONS FOR SWITCHING. Symptom improvement, unless it 


is obvious in appearancé to the patient and others, ‘is picked up and- 


interpreted subjectively. In cases that are ambiguous, patients often... 
_ interpret certain experiences as symptomatic improvements. Slight 
gradations of improvement can be considered reasons for hope. of even- 


tually being cured. Overtime, if these’ ambiguous improvements do 


not become definite, and if symptoms continue or worsen; one knows it 


is not practical to continue the same treatment, or to consult the same 


; doctor. Seldom do gece who have an illness that is persistent and 


recurs, admit that the illness may be incurable. They speak only of the | 

various actions they take to alleviate the symptoms. Ironically, the 

reasons they give for switching are mostly directed against the consultants. , 
When symptoms do not perceptibly improve, respondents feel it is 


because the consultants haven't given the correct diagnosis or treatments. 


Regarding — and treatments, people feel that doctors and healers 


,have sometimes missed the point. They are aware of misdiagnosis when 


there are conflicting diagnoses by are tam consultants. Patients’ do not 
believe a diagnosis. that does not lead to known measures of con-_ 
trol. Some of the ‘unacceptable diagnoses are: 1. when a doctor says 
there is ' ‘nothing wrong’; 2. when a doctor ‘regards symptoms as more 
serious and threatening than a client wants to accept; 3. when a ore 
says that there is no phy sical cause, that it is because one "thinks too 


much" or has nervous tension; 4. when healers tes that there is nothing | 


_more. to do; and 5. when healers are ambiguous about the diagnosis and 


approach treatment with a trial- and-error method.” “Therd are conditions 


under which people will switch doctors. 
. When the treatments have no visible results, and there has been 
enough time allowed for treatment trial, it-is: time to change. Side effects | 


(real or imagined) are an important risk and concern. "Side effect" is 


a Western concept. Chinese herbs are believed to be made into prescrip- 


tions in such, a harmonious way “that. there are no side effects or harmful 


effects. They may not be effective, but at least they have no undesirable - 
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effects. If one takes Western medicine for too long a time, it can be 
harmful. When the risk of treatment becomes too high, it is time to 
switch dinittise and find something else that is not as risky. 

Reasons for switching may come from the healing envi padimenit as 
well. Several patients complained that some herbalists’ shops are un- 
ean. Others complained that acupuncturists did not observe sterile 
~ te hniques. Comfort auras examination or the treatment process is 

important, espe cially when the procedures are already unpleasant. 


Those who are in pain find testing or treatment procedures an ordeal. 


Patients are concerned with their need for privacy. ‘ Bodily exposure and 


lack of privacy are a particularly sensitive issue for women patients. 


The presence of men and unrelated tise in conad treatment area ig 


Not only is it not pragmatic to pay for imrnacav services, but 


omen: doctors themselves are added reasons for switching. Some 


of the criticisms leveled against them are: 


1. Non-communication. Doctors are good when they explain things 


and make people understand. Many complaints are leveled against spec- 


-jalists for their noncommuniéativeness. People have high expectations 


when they go to see experts. Many patients recall their visits'as short 


‘and unhelpful. ' People complain about the Western doctor's use of 


jargon. Nurses repdrted that sometimes doctors did not 


patients because they felt they would not understand. 


2. Unconscientiousness. A doctor is good when he takes time and 


examines a patient's illness in detail. Whena doctor barely asks ques- 

tions, listens to complaints, and ''rushes" out, a patient prefers not to | 
return to him. Patients do not like doctors who (in theiy estimation) do ‘ 
not give enough time. _ He is more aliseased | in getting his lusch break 

or day off than in taking care of his patients.'' 


. § Unconsiderateness. A doctor is considerate when he takes a 


patient's living environment into consideration. Considerate Nevins 


are aware of their patient's financ ial conditions and make allowances 
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forthem. A doctor should not force: treatment or equipment on _. 
‘* patients. | Patients dislike a doctor who insists, "T know what is good 

for you'' or already spent so much time on you. They resent doctqys 
; who refuse to accept responsibility if symptoms do not improve. _ “ 


4. Self-Interest. When a doctor's fees are higher than what — 


patients feel is justified, they feel that the doctor has only himself in ~ - , 
‘mind, not the patient's welfare. Both herbal and Western doctors can be 
under attack. The going rate for an herbal visit is five dollars. When 


po herbalist charges ten for the first visit and eight fora subsequent 


visit; he is considered more interested in having patients pay his rent 4 
than in curing. Western doctors charge seven to ten dollars. | an. fo 
visits should not be required too frequently: if they occur more often se 

than the patient thinks necessary, this price is considered too high. 


oe One patient observed, "He wants to make money off of me... 
The government pays for my visit. He gives you medicine 
for twenty days and tells you to come back fora check-up 
, ina week. " The patient's idea-was that either the doctor 
ordered too much medicine (which the government paid for) 


h 
or was asking the patient to return too often. (Field notes) 


Some doctors give out sample medicine. Patients appreciate the 
extra free medicine. One patient reported that the doctor gave him some 
sample medicine and charged him two dollars for it. To him, that was 


really making money off of patients. oe 


Doctors are expected to take care of patients for 


purposes. They are expected to have relief of suffering as their upper-), 


most concern. 


Reporting on an herbalist who was popular and expe rienced, 

one patient commented, ''He just charged three dollars for 

the first visit. He asked you to return if the. prescription 

did not work. When you went back, he changed a few herbs 

in the prescription. He just corrected each time yqu went 
on the same prescription and did not charge’ you." 

To him, the healer really _s the ideal healer' s virtue, 


Patients engage or disengage ostensibly according to their assess- 
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ment of symptom reduction. However, there are many other accompany < | 


: ing conditions that prompt.them to switch or engage. How they perceive 


the doctor is important ia polation to héw they perceive the wh 
process. Patients covertly démand that doctors show a personal interest 
in them; the degree of interest is measured by the doctor's show of 
selflessness, The cost of consultation is also’ measured with respect to . 
how much time patients receive. Many variables enter into their calcu- 
lation of reciprocity. Symptom reduction alone does not tip the scale. 


THE MULTIPLE TRYING-OUT _PROCESS 


Multiple trying out is trying out serially one option after another, 


‘trying out several options concurrently, or trying out options that have 


been abandoned in the past. Such symptom action usually takes place 


under illness conditions phere there are pe rsistent long- 


term or recurrent nature. Most people go to. Western doctors and then 
to indigenous. healers:., they may return to ™ Western doctors. They 
may ‘ey out self- remedies before all élse or combine ‘self remedies, 
herbs, acupuncture, and Western medicine. 

Multiple trying out is furthered by the consultants’ 
If practitioners, upon finding out that their clients have been to practi- 
tioners of another orientation or even of the same orientation, santo, 
patients to return or to — in one kind of treatment, pateients may 
not feel they are trying oa self- selectively without sanction. Occasion- 


ally, indigenous ‘weaneuees: encourage patients to remain_ with Western 


doctors. On the pe hand, experienced consultants are aware of the 


psychological need for patients to try out, _and therefore aquiesce in 


their patient's multiple trying out. Patients have to be given the treat- 


-ment they ask for and decide for themselves that certain treatments may 


not work. Sometimes patients will not believe a consultant's recommenda- 


tion that treatment may.not help. They have to experience the failure - 
themselves. Consultants, recognizing the reciprocity ina patient 


therapist encounter, sometimes feel constrained to give in and allow 


trying out. 
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BASIC ASSUMPTIONS: . THE CONCEPTS OF "ROOT" AND 


ce "FE LARE-UP."' _ There are some assumptions on which Chinese patients' 
| _ trying ‘out is bane’, The expressions 'root'' (Gh gun) and. ''flare-up!' 
fa) are often used during the trying- process. Illness is 
_ viewed as exogenous. One is healthy until one acquires an illness, The 
ie : imagery of persistent symptoms. is that illness has taken roots in the 
body (. =yeow gun). It is an apt imagery because in long-term 
: illness, symptoms may be incapacitating ade almost intole rable oe 
times. When the. Same symptoms recur, one believes that the illness. 
causation, the source, has not been gotten rid of, and this gives rise to 
_ the imagery of the illness having roots: it has not left the body. The 
goal is to get rid of the roots (source) of the trouble by " severing roots" 
( tuerng gun or huer gun When symptoms 
are difficult to get rid of, it is difficult to sever roots ( Oy 
hoe nan tue rng gun). When an illness is chronic and incurable, it is 
said that ''the roots cannot be Ak hmm 
| . Advertisements of herbal practitioners in ethnic newspapers 
‘ employ the same imagery. Practitioners are said to be able to cure 
the origin of an illness 4 2B LS tse bun), or to cure an old illness - 
( lau ban). Indigenous practitioners use the same terminology 
ae to describe illness causation and treatments when explaining to patients. 
Acupuncture is explained as treating the "origin" of illness. The | 
assumption behind these phrases. is that illness can generally be cured. 
: Multiple trying out may hit on a treatment that can get rid. of the root of y 
an illness. Each time symptoms recur, something must be done. When ~ 
old roots are cured, it implied that the illness will not recur. 


"Flare-ups,'' the recurring acute episodes of a chronic illness, 


. ‘are what people will experience if roots are not severed. The roots may — 
be dormant. During the quiescent stage, ‘people do not experience illness. 


In the realm of experience, “symptomlessness equals nonillness. During 
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the symptom-free period, people momentarily consider themselves free 
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of illness.“ There is littlé to, remind them that action should be taken. . 


are treated as separate episodes to be coped with each time there are 
3 "evident symptoms. When there is no flare-up, no action need be taken. see 


People refer to having.flare-ups with hypertension or diabetes. Chronic 


medical concept. For Chinese patients, if there is no symptom, no action 


prevent it.. They may consult or take treatment to avoid the acute suffer- 
cult to manage. Unpredictability holds tyranny over the sick, when they 
they may suffer. Threatening symptoms that harrass people unpre- 


people may resort to multiple trying out indisc riminately, looking for 
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A man with gout explained, "When you don't feel it, you 
forget it. When you-are in or. social circle and others 
- say, 'Come on and drink up,' you like to drink and you e 
want to have a good time too. You forget and drink. , 
You suffer later: (Field notes) 


Fach flare- -up can be viewed as a new event. In fact, flare- -ups 


illness as a disease state which must be treated continuously is a Western 


need be taken further for precaution. They soon lapse into nontreatment 


'Flare-ups may or ‘may not be predicted. When £ fluke: -ups can be 


detected prior to an acute symptomatic episode, people take action to a 


ing. Flare-ups can thus be controlled. Unscheduled flare- “ups are diffi- .- 
do not know wes the undesirable symptom will occur or how severly 
dictably. cause oe to feel desperate. Under such circumstances, 


any solution that may help. . 


A health professional withasthmatic attacks had-chest spec- 
ialists who, out of professional courtesy and colleagueship, 
_ checked on him at frequent interval He understood his | 
‘medication and all the the attacks 
robbed him of sleep and energy, and severe attacks were 
unpredictable, the man was ready to try anything that 
- might work. He consulted two herbalists, \took his medi- 
cations and herbs concurrently against his/Own better 
judgment, and had a severe attack with such difficult 
breathing that he said, ''I thought I was ing to 
Decisions for multiple trying out are aimed at getting rid of 
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| symptoms sO that people can their daily lives. If symptoms 

| ‘cannot be totatly eradicated, it is hoped that people-can resume some. of 
their regular social roles in spite of the symptoms., Multiple trying out - 
takes place mostly in chronic sen In acute illness, either people are 

- easily engaged or they switch after a ‘couple of days (or after two call 

io" herbal consultation). There is generally no serial trying out of many — 


options. 


CLIENTS VERSUS HEALERS: EVALUATIONS OF TREATMENT 
Les Sang ae EFFICACY. Patient's interests are in getting rid of their current dis- 

7 : tress and in ultimately eliminating the cause of a In that they 
concentrate on the effect of experiential feelings, patients evaluate treat- | 
ment efficacy differently from consultants. From a patient's perspective 
| efficacy is the degree of relief of discomfort, although the level tag? x 
tion or the degree of distress experienced may be relative. Some feel .«- #, 
pain more easily than others. ' sat wciines, the important thing is how - 
a particular BPR LIN it. A practitioner, on the other hand, 
evaluates éfficacy with a different type of standard. He is in an aevieed- 
matic state. ‘The sensation of discomfort ‘thay or may not be considered 
; in his evaluation. The practitioner’ - evaluation depends on his observa- 
tions as well as on the literature and advertisements of drugs or medical 
appliances. His evaluation may derive from theories of scientific logic. 

He may tend to give reasons for the existence of persistent discomfort.: | 
He may even sometimes say, ''You should ne be having so much pain 
with this type of treatment. ' ' His evaluation of efficacy comes from his 
expectation of the treatment result. His amazement over the lack of | 
| symptom relief may thus cause him to discount a verdict 


lack of treatment results and the patient's claim of physical discomfort. 


| STRATEGIES OF MULTIPLE TRYING OUT., What do people do 
to keep trying out? They try out different kinds of consultants. Some 


attend their regular doctors. Others have reserve consultants, i.e., con- 


ss gultants that are kept as alternatives. When one consultant is felt not to 


-~ 


UMI 


94 
\ 


UMI 


explanation or ‘obtain remedie s. Another kind of practitioner is the ) 


novelty consultant. Any new treatment that one hears about offers a 


: saa for a heart: condition and high blood pressure are supple- 


~mented 


: and the nature of risk is that it is inherently undesirable. One is 


order to take a step, one has to balance between the desirable and the 


biological dysfunction and threat of death. Some risks to be considered 


“treatment, the-symptoms cannot be arrested. Risks cause patients to 


| ( # ¥ bien dok). The healers usually identify the risks as part of. 
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have alleviated symptoms, then the patient goes to another to get an 


possibility of trying out. Sometimes people have paired doctors con- 
currently, e.g., both a Western doctor and an herbalist for one symp- 


tom at the same time. The Western. doctor's diagnostic testing and 


ith herbal medicine that takes care of body building. Many 
patients explain that they just do not stay with one ——— all the time. 
Everyone acknowledges that if the symptom does not 0 away, it is 

futile to remain with the doctor. 


‘Strategies for trying out are basically calculating risks. - People 


have to decide to undergo treatment or forego treatment; to engage or 


not to engage: to further try out or-not. try out. In the oyeneneynetion 


fhase, some action’ must. be taken: Actions may have inherent risks, 


anxious about the undesirable aspect that may happen to oneself. Risks 


sometimes involve a threat to health or evena threat of death. In 


undesi e. 


= 


Pom of’ risks can be generalized into two categories: the vieke 


of nontreatment ‘and the risks of treatment. ‘47. » The. risks of nontreat- 


ment based on imagery are usually perceived by the patient; they are 


are inconvenience and disruption. Nontreatment risks are often articu- 


lated by the practitioner. In surgical cases, if one does not have the ii 
feel ''out of. control.'' When refusing surgery, people always have to ) 
deal with the results of nontreatment: the risks of recurrence, malig- 


nancy, progressive deterioration, and the tumor becoming ''poisonous'! 


the process of surgical induction. 
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do not like to wear glasses too long. They feel the 


Gapentesne on glasses. will weaken the eyes. The si 


\A 
Treatment risks are often risks of medicinal site effects. Many 
Chinese patients fear the side effects of ‘Western medicine and feel it is 


safer not to use any. Such fear does ‘not even have to be backed by 


,empirical evidence. It is not. nicesexrily experiential. People assume | fe. 


that all medicine has side effects. One person put it succinctly, "You 


may not about the side effects when you take it. on, 


findings will often confirm your fear | that there are:side.effects.'! " ‘Somee# iss 
folk’ beliefs about side effects are that medicine may either be too Hot 


| “or. too Cold, to strong or that it the blood yw. 
o _Inaurgical cases, the risk of tre atment if clear<cut and cannot be | 


_ discounted. The *tth lies in the fear of death: that one may not ''wake 


up" afterwards. Wind or Foong entering the "opened body" is another 
surgical risk. If the Foong remains in the body, it will cause trouble. 
later. imagery of Foong is substantiated by abdominal 


stention. 


Prolonged-treatment involve the concept of impediment: if 


~ one“uses something that is not part of the body" s nature, it will impede 


the body process. The treatment does not even have to be taken inter- 


nally. Any method of use will influence the body. or instance, people 
the continuous 
ilar logic extends 
to the use of hearing aids. A person may ae what sense of hearing he | 
has left ee nominusadhy uses the the aid. The concept is akin to that 
of 

-. Medicinal risks compounded by prolonged usage must be cnakded 


They are risks. of dysfunction: if one uses strong medicine, the body 


process will be impeded. : The body will lose its normal functions 


goong-nun). 


Economic liability enters into the calculation of risks as well. 


Some people have problems that must : treated, yet they do not want 


to accept treatment. For example, th 


defer surgery when thay cannot 
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afford the fees a when there is no one to help defray the cost. 


the tisks:clearly and persuasively that people will go 


~ 


to’accept some dysfunction asa ‘state df life-. In. surgic 


bed 


How risks are perceived is based on imagery of the risks of 


treatment or Wi8h surgery, the consultant articulates’ 


‘tha rough with 


the treatment. On the other hand, in chronic illness, ‘the ‘consultants 


do not, as a rule, verbalize dhe risk of long-term suffering, the need 


ca ‘many 


patients said afterwards ‘that they had no notion that the surgical pro- as 


: cedure was intolerable. When the undesirable aspects are not explained, 


| people do not engage themselves in a particular treatment perseveringly. 


"They have less fear of nontreatment. “Yet when the risk is clearly articulated, 


e.g., when sungices procedures are explained in citiuennont it means there 


are more. variables to consider. 


RISK CALCULATION, In trying on and engaging, a decigion has © 


to be made by weighing the risks against the desirable factors. 1. When 


the treatment ‘rationale has been articulated, and a plausible explanation 


for. trying out has been given, a patient usually décides on treatment. 


For instance, a series of injections to eliminate an undesirable symptom 


may be tolerable.-,This treatment, with a promise of symptom dis- 


appearance, outweighs the dislike of injections or even the risks of | 
prolonged treatment. 2. If a remedy is still very new, and it receives. 


popular acclaim and not criticism, the patient usually wants to try it. 


‘Acupuncture is a prime example. It may work for those who try out. 


3. Remedies with sophisticated instruments may fascinate people. 


Complicated equipment lends an aura of efficiency. For instance, an 


asthmatic person describes a new gadget for asthmatic medicine. It 
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had a little plastic plunger that one pushed ‘down to pulverize the pill. 


-Then the patient inhaled the powdered iiaten. The procedure looked 


impressive. 4. If a remedy is being used by other people, a person: 
will pay attention to positive popular opinion. He wants to take part and 
not be left out. 5. A promise of fast relief outweighs other risks. A | 


patient who has severe or acute symptoms, like asthmatic or arthritic 
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attacks, knows. that a shot of cortisone or aminophylein will give him 


a 
. ‘instant relief. " ‘He does not hesitate to seek such a remedy. 6. Ifa 
remedy ‘is shown by resentch to ‘be useful, a person will ask for it. 
: He is willing to try it even though he has no one else's experience to * 


draw on. Ethnic advertisements frequently show that a certain medicine 
as been researched. Few ask how the tests have been conducted. 


7. Death may not always be considered a risk. It may be viewed as 


desirable by people who are tired of living and long suffering. For 


ty 


example, a low-income person who is lonely, witha chronic debilitating 
3 illness, sees death as a solution to his misery. 2 
Failure in risk calculation may happen. Sometimes a person dis=~ 
‘covers that he has gone through treatment which has certain undesirable | 
aspects only to find that the risks treatment not 


A woman consented to undergo surgery ‘for atumor. She 
found surgical treatment less tolerable than she expected. 
The procedure also drained her financial and time ,re- 
sources. She had to look for child care during her con- 
_finement. She consented to treatment because she thought | 
she had a tumor that might turn malignant. When she found 
postoperatively that the tumor was a lump of "blood clot," 
or old blood ( JM jg yue huet), she felt she was cheated. 
She was angry. 7 i 


| (Field notes) | 

| TRYING OUT IS A PRAGMATIC STRATEGY THAT SUSTAINS 
HOPE. To maximize the scope of alternatives, it is important for people 
to keep on trying. People poareeern upon each trial with the idea that 
"maybe it will hele‘ Hope cannot be sustained without concrete activi- ' 
ties. Trying out focuses their attention on a current activi y rather than 
on their symptoms, and thus keeps hope eal hand, 
they are averse to consultants’ trying out treatment on them. ‘Maay 


patients complained that some Western doctors treated them now/ with - 


this drug and now with another. To them, this was a lack of diagnostic 
| certainty which was impermissible. During the trying- -out process, 


they keep disappointment and failure on a low level. One man summarized 
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. ,the trying-out process by saying, oe just try it. ‘If it works, it works. 
If it does not, it does not. i Many expressed, an increase in the 
| ance of possible failure. - They said, *'Well, I'll try this one and see,' 


baad did not talk about their failures. 


_ + TRYING OUT IS A. STRATEGY TOWARD GAINING CONTROL 
OVER THE ILLNESS CONDITION. Doing something means somehow , 


containing the. undesirable, reducing the suffering, or dispelling any 

: discomfort or di stuption. In many cases, people who have: not accepted - 
their chronic statuses try out diffe rent consultania. They wish that 
ultimately they may happen upon a cure. They 1 keep on trying, hoping « a 7a 
new method may be developed in the meantime. Bolt & 7. out continues 

" even if people mew. that the illness is ‘iomnediie. In cases like that, 

trying out aims to obtain respite from suffering. Acceptance of chroni- . 
city and all the incapacities is a slow process. After a series of try-outs, 

| if the illness not improve perceptibly, people comme to 

. accept that they will have to tolerate suffering and incapacities. Trying 
out Zéligion isa strategy of accepting chronic illness, to some extent. 
Religion affords a rationale for an intellectual acceptance of illness. 
It offers God asa resource and healer. In seeking a vemesy, one asks 
for a cure or the ability to bear one's illness. Religion gives debilitating 
“chronic: illness an explanation: God's By accepting God's will, one. 


gears oneself to tolerate distress,. dysfunction, and disruption. 


= 


_SYMPTOM-ACTION PHENOMENA IN OTHER CULTURES 


In_this study; -p reported seeking explanations initially to 
| understand what had been happening to them. When they get sick, they 
wondered what was wrong. Explaining illness with possible causation 


theories means defining the situation so one canact. However, it pro- 


longed trying out, where when the action taken brings about little change 
_in the illness distress or incapacities, people's attention is turned toward 


finding more effective means to reduce symptoms. Studies in other 
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cultures have brought ‘out different variables accounting for diffe renttal 
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use of medical -resources. 


wt Acculturation (as an ‘ipdependént variable) has been postulated by 


investigators to be responsible for differential selection of medical 
resources. ee Spatial mobility, education, wealth, and cross- cultural 


contact are some factors influencing acculturation and the increase 


oa Foster observes that the choice of modern rather than indigenous 


medicine is based ona belies in the natural rather than supernatural 


etiology of illness. - Simmons supports this observation. out In this 


study, Chinese-Americans did not consider illness. causation in terms -_ 
of a natural- -supe rnatural dichsty. (The concept of 'balance'’ from 


traditional culture is linked to illness causation and management, how- 


ever.) The more familiar. peopte are with traditional concepts, the 


more likely they are to link such concepts to the illness situation. They 
are also more prone to use traditional medicine asa therapeutic alterna- 
_tive both in consultation and in self- remedies. But this does not mean 
they select herbal remedies over Western medicine. 

Selection based on efficacy observed empirically has — reported 
in many. studies. =e Western medicine has been accepted as an alterna- 
tive in other cultures. People learn by experience the types of illness 


t .at have been cured by Western medicine for which indigenous medicine 


.is found ineffective. In this study, people repeatedly illustrated selection 


of therapeutic alternatives based on recommendations of others' success- 


ful experience. Serial trying out when symptoms do not disappear is 


based on efficacy te sting. 


PRAGMATICS IN ILLNESS MANAGEMENT 


Efficacy testing prevails in the differential selection of medical 


care. People's inclinations toward pragmatic are 


lighted ina bicultural environment, where options are increased. 


Choosing consultation dccording to different types of symptoms is based 
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on the treatments’ practical outcome. Investigators have ebserved such 


— 


_ Phenomena crdss- culturally. 


The suit isa pragmatist and an, ekeberienentalin. If one 
‘thing won't work, he i's prone to try another. Thus, in his 
curing behavior, if one thing is unsuccessful, he will try 
others, until he hits upon one that works. Scientific medicine 
is but one of a long series of alternative means of curing that 
have been borrowed from other people. | | 7 


Jaspan pragmatics in medical consultation among the 
Sumatrans: 


Very few South-east Asians would ee the view that. only one 
such system is valid, and that the other is either bogus or: 
~ ineffective. In South-east Asia life views and life styles, in 
_the Weberian sense, are characteristically eclectic and 
- syncratic rather than dogmatic and monistic. The validity 
of medical notions and practices is seldom subjected by 
patients and the public to epistemological or clinical tests. oN 
The criterion by which doctors, like folk or medically quali- | 
fied, are assessed is rather a functional, pragmatic one: 
does a specific therapeutic practice diminish pain, does it - 
cure an illness? In the experience of most people neither | 
_ system, traditional or Western, has a monopoly of success 
in healing. Individual and community experience of Western 
medicine confirms both cases of success and of failure, but 
| this applies also to their experience of their own, traditional — 
medicine. Furthermore, it is recognized that each has 
different areas of specialization and different categories of 
empirically derived and compounded knowledge. 


There is no hard fast dichotomy in popular belief about lis 
respective capacities of folk and modern medicine, nor does 
being a patient of one kind of doctor exclude seeking aid 
from another. 


Foster's hypothesis of selection based on causation theory was 
evident in this study when the sick asked what was wrong. They reported 
that if the doctors knew what cxaned their illnesses, they galine treat 
them properly and cure them. That was a firm.bélief. They also 
wondered to themselves the cause and effect of their symptoms asa 
way of cognitively representing the biological experiences they were 


going eres: Defining causation is earning knowledge about body 


processes in order to gain a sense of salieri and control over unusual 
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bodily experience. 
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Shifting concern from causation to pragmatics. Definition of 


' Causation is an abstract process. ainibe cause and effect belong to the 


cognitive domain, and are not ‘perceived physically through sensation, 


the knowledge is not certain. Causation is construed and interpreted. 


One's conjectured cause and effect cannot be subjected to direct observa- | 
tion to win one's certainty. Furthermore, many definitions can be made - 


about the same facts, and doctors themselves cannot agree on the same- 


definitive diagnosis all the time. e Basing illness managément on a 


theory of causation does not always work. Experiences do not always 
fit cognitive representations ‘Of the the experiences. . When people fhave | 
repeatedly taken actidrs based on aed illness hy pothesis which have not 


eradicated their symptoms, ‘they turn to trial and error. Treatments 


become a kind of efficacy testing. Indeed, not only. do laymen try out 


different doctors, doctors cannot always be sure what they do is right. 


28 
They too have to resort to trial and error. From the laymen's stand- 
point, the cause-and-effect process of illness is not visible, and thus 
their theories of causation become inoperable. 


Cause and effect is not only abstract, ‘it is taken for granted in 
traditional’ sayings and everyday lite. In the case of tradition, cause we 
and effect may have been observed originally, ‘and empirically. 

As itis passed down through time, the cause and effect formula is 
transmitted in the form of wisdom coupled with moral injunction: ''Do 


such and such, it is good for you.'' The original cause-and-effect idea 


_is handed down abbreviated, .and the formula is seldom questioned. 


Similarly, in our everyday life, ‘much of the accustomed aspects have 
been taken for granted. We are attentive to the doing, and not intent on - 
questioning why. From the above discussion, we can see that cause and 
effect are abstract, taken for granted, and we are attentive solely to the . 
effect. In people's treatment of illness, they become interested mainly _ 
in the practical consequence: what works. 


- Our attention focuses more readily on that which interests us as 


well as or the physical things that we can sense. In illness management, 
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frequently in addition to the pain and suffering, we must deal with the 
management of daily routine, which illness has disrupted. Many are not 
able to co e successfully with the disrupted routine. The dis ption : 
heightens] tt the problem of symptom and symptom management 


associated stress. In long-term illness, particularly _— unscheduled 


recurrences, people become desperate. and try out as many ne 

as thes can. "They attempt, to maximize their options, looking the 
most. efficacious solution. Colson refers to this phenomenon as "shotgun - 

therapy,'' and Jaspan, as insurance. ' They observe that 

people are solely concerned with the end and the effect, not the means 

or the cause. Hsu, describing a cholera epidemic in rural Yuen Nan, 


ga In Chinese tradition, and in the tradition of a vast majority . 
* of mankind, a sick*‘individual will try and and all cures. If 
- he cannot do so himself, it will be the duty of his kin to do o 
so on his behalf. It is not at all unusual for a Chinese to 
‘consult three or four doctors simultaneously, while at the 
same time petitioning several gods. 32 


THEORETICAL IMPLICA TIONS OF TRYING OUT. 


m The various stages of the trying-out process, whether it is trying _ 
out remedies by oneself or trying out treatments and consultants serially 
or concurrently, all have some common properties. Trying out is action 


oriented and experientially directed. Trying out is oriented toward 


action for the purpose of controlling the risks involved in the illness. 
situation. Therefore the actions are goal directed toward various levels 
of illness control: from symptom alleviation to symptom eradication. 
Symptom eradication or cure is the ultimate goal, which becomes an 
intense desire when symptom control is accomplished. Actions ihen 
must fulfill hn goal, or one will discard such ineffective actions and 


institute new ones. The wish for a cure accounts for, people's multiple 


trying out: ''Never give up," for ''gomething may help." 
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Actions taken to control illness derive their relevance tree direct — 
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. experience. The session: reality of pain and suffering, the disruption of 
¢ ‘. the everyday living routine, and the present level of tolerance for dis- a ‘ 
3 _comfort are all indicators , evaluate the efficacy of symptom action. | 
In that symptoms obstruct the goals of everyday life, Mt e. , people's 
) pursuance 6f mally. routine and occupation), the to control illness 


4. ipa oe is: ‘part of the goal to carry on the pragmatic interests ‘of daily life. 


Symptom action is taken according to the dictates of biological experience: 
levels of and tolerance. The‘action has to be in the present 
time frame. Future,actions are not nt: the effects cannot be 
pr sently and concretely evaluated. Effica : ting means not only - | 
the actions by experiential indicators (e.g., reducation of 
suffering, increase of biological and occupational function), but assess- 
ing the visibility and palpability of the actions. The notion of ritual 
action enhances the experiential impression that something has been | = 
done-in a concr way. | 
The trying -out process is enhanced when actions are taken within 
the structural context that supports trying out. Social. sanction from in- | 
formal rules in a structure like Chinatown encourages trying out as ''the 
thing to do.'' There is not only an atmosphere that permits and encourages 
trying out, there is an added moral injunction that is strengthened his- 
a torically by tradition. Furthermore, the social structure provides an 
| array on alternatives close at hand. The patient need make no additional 


effort to seek and track down resources to try out. The structure pro- 


vides the options for action. 


> 


LAY VERSUS PROFESSIONAL PERSPECTIVES IN TRYING OUT 


When patients were persuaded to come to a Western-trained 
doctor or hospital, they did not feel bound to that doctor or 
_hospital in the same way as Western patients would be. \e J | 
The American-trained Chinese doctors often got furious with = \ 
such patients, giving them a severe scolding, or even refusing 
to see them again. The doctors failed to realize that their job 
was to employ. Western modes of treatment insofar as A possinie, 
but not to convert the patients to a Western outlook." > 
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education has little relevatice for the lower-class subculture.» 
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. The example given: by Hsu is not uncommon. Different investigators. 


attribute clients' differential selection of consultation to various account- 


able variables. wae In thie study, the differential. perspectives of the 


healers ve rsus s the clients emerge-as the most salient aspect of multiple 


out. 


Some investigators have not a subcultural gap between health goer’ 


: fessionals and laymen. ” When the interaction between the professional 


and the client must cross whine. or ethnic lines, the chanun * widens. ‘Health 


practitioners and patients feel more comfortable and are more at ease 


when they belong to similar social strata, ‘and share beliefs, values and 


attitudes. 36 i The cultural characteristics of the lower class eo 


similarity with the bureaucratic social milieu.. Middle essional 


difference, which leads to different value orientations and life styles, 


_ will influence what people do in a therapeutic encounter. ” The values 


of the middle class are: rationality, future orientation, planning, indi- 


vidual responsibility, long-term goal achievement, and acceptance of 


supervision. Lower-class values are: immediate goal achievement, 


reciprocity within the family, adherence to functional medical tradition, 


and latitude in eating, \sleeping, and cleanliness. ” The difference in 


life styles between practitioner and client accounts for the poor care in 


the ''medical ghetto'' where lower-class patients must seek help. a 


The widespread phenomenon of poverty coupled with racial identity a 


differentiates people's attitude toward health and illness and determines 


the type of health care resourcé available to them. * Middle-class 


whites are found to be more positive toward health personnel and institu- 


tions than are inne r-city blacks. “ 7 


In addition to the gap created by class and cultural differences, 
laymen and professionals act on different premises in their definition of 
situation and about what actions to take. /Although middle-class patients 7 
and professionals.may share similar interests and values, they differ in 


the relevance they attribute to the illness and their actions. Professionals 
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and laymen are both _—— in effective treatment. _ When treatment 
does. not ‘work, professionals resort to an explanation.. a are not 

| interested in the cause and effect just as a rationale, their tecun of their 
interest is the effect: "what works.' When looking for. new actions to 3 
try out, : Medical professionals. suggest only medically relevant treat- 

ie that are based on sound medical knowledge or cer 


experience. Laymen' options,are open, not limited tos a closed 


system. 


Freidson concentrates his analysis of medial care on the 


domin ce of medical “authority in the doctor's attempts to control 
clients. | 


The titiener: wants the client to him out for profes- 
sionally appropriate reasons, without visiting quacks and 
without untoward delay. He wants the client to accept his 
recommendations and follow them sc rupulously. In seeking a 
compliance on the part of his client, the professional cannot 
always rely on his influence as an expert. 
| 


He sees that laymen follow their own help-giving lay referral see 
system, through which people move from lay remedying to professional 
services. 


Patients have their own expectations about consultation, and 
their demands for professional services may or may not be 
met by the professional organization. Their satisfaction 
‘depends on whether or not the s and the 
expectations mesh. 


| ee The professional-client relationship can be viewed as a form of 
social control, influenced by the social structure. | 
Balint agrees that there is a clash of perspectives. - He sees 
 patients' self- remedying as a solution when they do not agree with the 
doctors. The do sist on their authoritative function. In this 
study, we‘found that patients tried out different doctors even before they 


exercised their authority by insisting patients follow their instructions. 


Patients were to be conce rned and with how the 


treatments effected their symptoms. 
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Medical professionals have a specific body-of knowledge with which 
they have beer indoctrinated” The basis of their practice is scientific 
knowledge. The medical framework ae ica guides their action 
It provides explanation, rules, and dbiutions: Since scientific cause 
and effect is derived. on an intellectual level, and not witnessed by lay- 


“men, the — framework is still just ideological as far as Bose are 


. é 4 
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concerned. ~ | 
Layer do not base their actions on a sarticular 

framework... They look for explanations according to their practical 

: function; as a way of defining iliness and gaining certainty to control’ 
- the illness situation. ‘Their actions are guided by their effectiveness 
in symptom reduction. The laymen; 8 framework is ‘drawn from assump-_ 
tions implicit in everyday life and ines the available options. Laymen > 
are not bound by one framework; they have many formulas for their 
actions. | Their choice of action, and therefore consultation, is based 
| on. many different areas*of knowledge. The patient's evaluation of what | 


action to take is focused ona pragmatic level. 
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FOOTNOTES FOR CHAPTER SIX 


Koos, E. L. 1954. The Health of Regionville. New York: - 
Columbia University Press. 


~ : ese _2. Field. interview information from Joan Trauner, who has studied 
| _ the Chinese-American physicians in San Francisco. 


- 3. There are limited literature references that deal with the processes 
of illness management. Self-remedying through lay consultation is 
referred to in Freidson's laymen's illness career. Interpersonal 
consultation takes place within the household first, If the symptoms_ 

\ \° seem pressing, a doctor may be consulted. Cross-cultural studies 
>. | are replete with examples of multiple consultation, or dual use of 
medical resources. See Colson a is references. The analysis 
_in-this study describes the processes as they evolve from self— 
remedying to multiple consultation, frofn ‘the client's 
Freidson, E. 1961. Patients' View of Medical Practice. New _ 
York: Russell Sage Foundation. | 


« 


7 Colson, A. C. 1971. ''The Differential Use of Medical Resources | 
. in Developing Countries.'' Journal of Health and Social Behavior, 


12:3:226-237. 

4, Freidson also reports on this process: ''After the 'waiting-to-see' 
there is self dosing or similar self treatment. When those fail, . 
there is the doctor. When normal rest, supplementing do not help, — 
one must check out to see the physical cause." | 


| Freidson, E. 1961. Patients’ View of Medical Practice. New 
York; Russell Sage Foundation. 


5. In Booth and Babchuk's survey of people 45 years and older in two 
Midwestern communities, people's advisers judged most influential 
- (82%) are rated not only for their greater knowledge, but because . 
they have had firsthand experience with facilities under considera- 
tion. Living examples are the most persuasive index for decision 
making. | : 


Booth, A. and Babchuk, N. 1972. "Seeking Health Care from New 
Resources.'' Journal of Health and Social Behavior, 13:1:90-99....0 


F reidson highlights the lay referral system. Laymen sense the 
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1. Koos describes how lower-class women withrillness cannot a8sume 
a sick role while they attend to household chores and child care. 


ae change from everyday feeling as well as the incapacities. They | 
set 4 consult others. The influence of social structure encourages or . 
discourages their types of consultation. Decision making’ is based 
<. More on n the lay referral system than upon atari decision 


Freidees:, E. 1970. Profession of Medicine, pp. 279-285. New 


% A 


7. Booth and Babchuk find that interpersonal networks are important 

in crucial decision making. The reasons people seek advice are 
the severity of the health problem and the interpersonal resources 
at their disposal. \ 


Booth, A. and Babchuk, N. 1972. "Seeking Health Care from New 
Resources.’ Journal of Health and Social Behavior, :90.-99. 


''Those who counseled medical had whose 
} origins were found in cultural prescriptions as well as specialized 
| experience relevant to selecting a health service. ' The authors 
find the hierarchy of consultants to be: kin consultation 46%, _ 
} friends and acquaintances 27%. Kin are consulted for emotional 
support. Intimacy of relationship has little bearing on the influence © 
: of the adviser. .It is the specialized knowledge that helps make 
decisions. "Expert knowledge about the service in question regard- 
less of the amount of affect nen the client and adviser, was the 
chief index of effectiveness.’ 


9. Butler finds people define self as sick when they feel a departure 
_ from wellness, and seek help when having complaints with a high 
-. * degree of bother. \The degree of bother indicates the level of dis- 
comfort and the individual's tolerance. The shift of relevance takes 
place when people are influenced by a high degree of bother. 
Berkanovic finds the‘ sick role is defined when the problem is defined » 
for self and others. Twaddle brings out the shift of relevance for 
the individual as aided by status definers. ve 


Butler, J. R. 1970. "Ilthess’and the Sick Role: An Fvaluation in 
Three Communities.'' British Journal of Social Medicine,-21:241 - -261. 


Berkanovic, E. 1972. "Lay Conceptions of the Sick-Role." Social © 
Force, 51:53-63. | 


Twaddle, A. 1969. "Health Deci ions and Sick Role Variations: 
An Exploration." Journal of Health.and Social Behavior, 10:2:105- 
114. = 
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10. Gould makes a distinction between chronic nonincapacitating d 8- | 
functions and critical incapacitating dysfunctions. In the former, 
people seek herbal care. Inthe latter, they seek Western care. 
Thus people determine severity and | 
risks. 


Goeld, H. 960. of Technological Change for — 
Folk and Scientific Medicine." American Anthropogist, 59:507-516. 
(Reprintéd in Sociological Studies of Health and Sickness, edited by 
D. Apple, 1960, pp. 88- 99. New York: 


11. Balint gives the name ‘mena to the phenomenon of patients 
‘3 wandering from general practitioner to general practitioner and\, 
| oe nevér settling down with anybody for any length of time. His : 
Pp tk explanation is that patients and doctors do not click. ''If the doctor 
cannot convert the patient to adopt his apostolic beliefs, the only 
\ way open to the patients is to find another doctor.'! 


wif : Balint, M. 1957. The Doctor, His Patient and the Illness, p. 265. 
York: International Press. 


al 


14. Te be discussed in Chapter Seven. 


13... Booth and Babchuk find that mass communication information may 
be diffuse and not correspond to the ideosyncratic and specific 
ae information the individual needs. Use of personal contact — a 
major role in client's decision making. | Ti 


Booth, A. and Babchuk, N. 1972. "Seeking Health Care from New . 
Resources.'' Journal of Health and Social Behavior, 13:1:90-99. 


14. The engaging process is referred to in the literature as the Gerpor- ) 
patient relationship. Szasz' and Hollender's typology of the tor- | 
patient relationship can be contrasted with the engaging process. 

The models are: activity-passivity, guidance-cooperation, and 
mutual participation. Like Parson's sick role model (see Chapter 

: ~ One, p. 16), the Szasz and Hollender model is physician oriented. 
The engaging processes are described from the patient's perspec- 
tive. The activity-passivity model is like captive engagement.- The 
guidance-cooperation model is seen in this study only when people 
have had a high degree of trust in the physicians, or in some acute 
cases. Guidance is the ideal that people expect from doctors. In ‘it 
reality, whether it is in long-term or short-term illness, people 
retain a high degree of self-selectivity, which is not indicated in~ 

aie the Szasz and Hollender model. Patients participate or engs only 


Oe eee when they find that. the treatments are effective. 


Freidson also brings out that the doctor-patient relationship is — 
influenced by the structural conditions in which the relationship 
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takes The community, the lay referral system, and = 


doctor's professional circke all play a part in the doctor- ~patient 
relationship. 


Szasz, T.S. and Hollender, M. H. 1956. "A tothe 
Philosophy of Medicine: The Basic Models of the Doctors tient 
Relationship." AMA Archives of Internal Medicine, 97:585-592. 


Freidson, E. 1960. "Client Control and Medical Practice. ' 


American Journal of Sociology, 65: 374-382. (Reprinted in ee 


Physician and Illness, edited by E. G. Jaco, 1972, pp. 214-221. 


Glencoe, Ill.: Free Press. 


Desirable doctors are those who are competent and show personal 
interest in patients. Interest means to the patient that the doctor 
is willing to talk, does not discourage questioning, and answers _ 


- questions. The doctor is not curt or abrupt. Competence is judged — 


by how carefully the doctor examines the patient, the time taken in © 
questioning illness history, how sophisticated the questions are, 


and the number of objective tests. 


Freidson, E. 1961. Patients' View of Medical Practice. New York: 


Russell Sage Foundation. ~~ 


Hayes-Bautista, D. 1971. "Para Jugzar e Doctor." Unpublished 
master's thesis, University of California, ‘San Francisco. 
Robinson's findings about decision making in illness situations con-. 
curs with those of this study: patients balance risks as a prelude 
to taking action. He points out.that the rational model for decision 
making cannot’be effectively followed in an illness situation. There 
is a problem of uncertainty in illness situations which sometimes 
may force one to act. The decision making tends to be based on the 
"rule of minimal risks.'* One estimates the cost gain factor. 
People say, ''What can you lose?'' when trying out another treat- 
ment if the previous is not effective. 


Robinson, D. 1971. The Process of Becoming Ill, pp. 26-27. 
London: Routledge and Kegan Paul. 3 


Ibid.. Robinson delineates the as risk of and sii 
of nontreatment. 


Press, I. 1969. ''Urban Illness: Physicians, Curers, and Dual Use 
in Bogata.'' Journal of Health and Social Behavior, 10:209-218. | 


MacLean, C.M. 1969. "Traditional Healers and Their Female 
Clients: An Aspect of Nigerian Sickness Behavior.'' Journal of 


Health and Human Behavior, 10:172-186. 
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THE LAY REVIEW: PATIENTS! EVALUATIONS OF 


4 PRACTITIONERS 
| | - 3 ’ 
A phenomenological study of patients’ symptom-action processes ‘ 

: , would be incomplete without a discussion of people! s rationales for choos- 
es : “in difterent types of consultation. The sick try their best to find’ practi- 

tioner s who have special know- how to treat their particular type of illness. 

They expert treatment to work to get rid of their | 

symptoms promptly. The rea sons patients give ‘for choo sing doctors, en- 

gaging in treatment, disengaging or switching doctors, and trying out new 

alternatives are the symptoms! persistence and their Being perceived as 


problematic. When patients disengage or switch doctors, the reasons 


they give for their actions are criticisms of the practitioners and the dis- 
satiafaction they feel with them. Success in health care is not just based 

on treatment efficacy, but also. upon the manner in which patients feel 

they have been treated. The discussion in this chapter compares the find- — 
ings of this study with those of other studies on the patient- practitioner | 
relationship: 1) the patients’ perception of the encounter; 2) their indices 

for evaluating the practitioners and the way they have been treated; and f 

3) categories patients use to select differentially between Eastern and ‘ 
Western practice. Some indices have been alluded to in the preceding — sae 
chapter in the section on reasons for switching. In this chapter, these 


reasons|are differentiated for physicians vis a vis indigenous practitioners. 


THE PATIENT- PRACTITIONER RELATIONSHIP 


es are abundant references in social scientific literature on the 


patient- practitioner relationship. Theorists stress different aspects of 


ei the Syenss system, according to their theoretical framework. Thus 


~ Bloom ang. Wilson speak about this relationship from the point of view of 


role-set,” Parsons, from that of functionalism, 
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and Freidson, from that — 
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or indigenous medical systems. 


of. structuralism. . All have noted that the respective cultures and social 


cla sses of the interactants influence the relationship. Freda, Bloom, 


and Wilson discuss the disparity of valde and social class that creates 


conflict between the interactants. Since Freidson's model relates spe- 


cifically to the lay referral system, which is also the focus of my Chinese- 


American study, my ma with existing studies will center on this 


system. 


THE LAY REFERRAL SYSTEM. Freidson sees medical practice as 


an interaction between two separate referral systems: the lay and the pro- 
fessional. ‘Patients and practitioners. each have their reference groups. 
and affiliated social structures. Patients make decisions about illness 
causation, management, and consultation from the suggestions and recom- 
mendations of their social network. Their definitions of situations are 
based on their culture. Practitioners ‘nk members of their profession 


as well as of a particular type of nial alata structure: either an insti- 


tutional structure or a solo practice. If he is ina bureaucratic structure, 


or. if he is a specialist, a whales <a will depend upon the professional 
referral system to get patients. He is subject to peer and client evalua- 
tion.’ Ina solo practice, where patients refer themselves to a practitioner 
or are referred through a lay referral system, the practitioner is indepen- 
Som of his professional referral system. When the culture of the lay 


referral system is not extensive and is congruent with the pr ) ional 


culture, patients are expected to be cooperative. When the 1 y referral 


| system is extensive and its culture is incongruent with the professional 


culture, patients are expected to be more resistive, such as in primitive 


6 Chinese-Americans' multiple trying out 


bears out Freidson's hypothesis about an extensive lay referral structure 


whose culture is incongruent with the professionals’. The bicultural medi- 


cal structure provides multiple options. Patients negotiate consultation; . 


when they find that their interests and stakes are not being satisfied and __ 


when they have many alternatives, they are likely to disengage and switch 
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_Freidson, ‘using the professionals’ view, says. these 
patients are ''expected to be resistive. . | 
The findings ‘of my Chinese- American aeuity differ ‘tn some re spects . 
from Freidson's on the ilines's definition process. Freidson 
notes that patients go through different steps in illness definition. Using 
. the concept of the labeling theory, he sees patients forming opinions about 
their symptoms through other laymen's suggestions. The network of the _ A 


lay definers, 


which is part of the structure of the local community which 
imposes form on the seeking of help, right be called the 'lay 

y: referral structure'. Taken together with the cultural under- 
standings involved in the shennan, we may speak of it as the 
referral system’. 


Freidson finds that patients explore the illness causation if symptoms 
persist. He suggests that in the layman! for suggestions and 
recommendations, he consults a hierarchy of authority before finally — 
reaching the professional practitioners. 


Indeed, the whole process of seeking vr involves a network of — Zz 
potential consultants, from the intimate/and informal confines of — 
the nuclear family through successively more select, distant, and. 
authoritative laymen, until the 'professional is reached’. 


Booth and Babchuk have noted that the hierarchy of consultants mer 
_ not = as broad and extensive as Freidson has described. 


When the counsel of others is sought, the individual will usually 
seek the advice of only one other person, rather than consult a 
number of kin, acquaintances, and professionals as has been 
suggested by earlier studies. 8 


They delineate two different types of functions that kin, acquaint- 
ances, and friends serve. The sick place importance ok aneniite informa- 
tion about similar illness and on firsthand knowledge about health amr 
They seek this type of instrumental counsel from sceuktraness who are 

= more likely to have this kind of information. They seek reassurance from 
kin-who frequently do not have firsthand information about similar illness. 
reassurance serves an expressive function.and aids in illness 


de finition.’ 
a 
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| | 
‘a  Freidson speaks of a hierarchy of authority through a progression 
3 | from mae a distant laymen. ‘The Chine se-Americans in Chinatown do 
not progress successively a a hierarchy of authority in Tay consulta- 


tion. The salient variables in lay consultation are as follows: 1) expertise | 


is based on past experience with similar types of illness; 2) people ‘con- 


“suit those who are within reach and who may or may not be socially 


a intimate; 3) consultation takes place ina Sitvétional context. The reader 
, | | will find a full discussion of these variables in the next section, referral 


sources. Freidson assumes that generally there is a progression in the 
search for expertise, characterized by a decrease in social intimacy. I 
find that respondents obtain referral infor mation ina situational context. : 
‘Freidson in fact alludes to the situational context when he notes that the 
process is not a deliberate venture. | 


If the symptom simple home remedies such as rest, 
| aspirin, antacids, laxatives, and change of diet will be tried. At 
the point of. trying some remedy, however, the potential patient 
attracts the attention of his household. Diagnosis is then shared, 
and new remedies may be suggested, or a visit to a physician. If 
a practitioner is not seen, but the symptoms continue (and in most 
cases the symptoms do not continue), the diagnostic resources of. 
friends, neighbors, relatives and fellow workers may be explored. 
This is rarely very deliberate; it takes place in daily intercourse.!0 : 


Freidson refers to the observations of Evans- Pritchard and others. 
on the referral process: that it involves an initial process based on social 


proximity, followed by a progression toward a hierarchy of authority.?! 


This Chinese-American study shows that in adaiar'e urban life members 

of a nuclear family spend much time ‘at work, and they encounter various. 
 seeuadatences en.route to their daily. activities. The chance for inter- 

course with people who are socially distant greatly increases the proba- 


-. bility of situational consultation from the lay referral system. 


orn | . REFERRAL SOURCES AND CONDITIONS. There are three impor- 


tant variables a influence how =e sick seek recommendations from - 


their lay referral system: | 


1) Expertise is based on fir The sick look for a 
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yd probably has the same kind of illness (toong ban Al Iq ee some- \ 


. Those who have not had a serious illness requiring a doctor before have 


occurs during interaction along the routes of daily activities or’ ‘during 


21g . 


common denominator to render the expert sali a a to them- i 


selves. If an acquaintance, friend, or relative has a similar symptom, 


ohe has-been cured of an illness related to one part of the body,-.and the 
sick per son’ seeking refercal has a symptom in the same part, even 
though the symptom is not similar, he will go to the same pratitioner. © 
The doctor who cured his friend may be "experienced" in 1 troubles 
of that particular part of the’ body (toong bow FA op ) , _ Using a common 
denominator, the Patient thinks it is logical to go and see the same ee. : 
(toong yee ia) In a 8 thinking, it is like having a specialist. 

If we have specialists dit ears, nose and iheods, chest, or large bowels, 

13 


we can have specialists for the "tummy," legs, iia shoulders. 


2) Referents are sought whoare within reach. People seek that which is | 


familiar and convenient. Those who are familiar with herbs and have 


ready access to herbal prescriptions and home supplies will try out herbs. 


no experience in seeking health care. They will try out a practitioner who 
is a regular family doctor of the referring per son.. Those who have had 
health care experiences before will keep returning to the practitioner they 
consulted, vuanedines of whether he is a surgeon or an internist. Women 
often prefer female gynecologists. They do not care to have the opposite 
sex treat. their genital organs, or "lower part'' (har bow + 4p ) . Other 
consultants within reach are those in the same social a ONE as the - 
potential patient --i. e., family or district associations. One may go to a 
practitioner who is from the same country or village.(toong huarng jal 
toong tseung ja) 4 ) or has the same family name. (toong sing ja ). 
A practitioner may be known through. church affiliation (toong gow tong 


3) A referral often takes place in a situational context. nny om do people 


ask around: just to find remedies for their symptoms. - referral often. 


chance meetings with acquaintances. The situation may happen when 
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someone stops to talk to his fellow wérker; happens to. see the neighbor 


“that morning; talks to a shopkeeper whom he frequently. sees in the market; 


or meets a relative in the street. Even ‘in their homes, ‘the sick do not 


anyece regarding — definition or Usually 


we 


the symptom. There are cases where patients inva chitel their family's 


illness definition and sought consultation on their own. This happens 


especially when relatives feel the patient has exaggerated the illness. 


Sources for consultation thus come about through unplanned contacts. 


~ A woman who was dying from cancer pleaded, "Give me a good 


doctor who knows how to cure me, " Patients consider it of prime impor - 


_ tance that they locate a doctor who ‘now's the cause,!' and is "familiar 


. with this special kind of illness."' In other words, they want a competent 


doétor. 14 When they switch doctors, they give reasons that are related 
to the practitioners’ failure to give the desired care. Kish and Reeder 


discovered’ incidentally in a study of ambulatory medical care utilization 


_that a number of welfare patients, supposedly "ignorant'' clients, rated | 


their physicians similarly to how they themselves evaluated each other's 


excellence.!> The patients’ criteria for evaluation were dif- 


ferent from ‘the professionals’, but the results were Patients 


were asked simply if they received the care they sought. -The gngtor s that 
patients praised had those qualities that practitioners regarded as impor - 7 
tant for professional excellence, namely, 


longer years in physician training (leading to ‘specialty board 
certification), avoidance of excessive patient loads by physician, 
positive motivation of physician towards patient, and peer super- 
vision of physicians such as is most frequently achieved ina 
setting other than solo practice. 


The sick judge their satieietaceis before, dur ing, and after consulta- 
tion. They use their common sense to evaluate. First of all, the practi- 


tioner must be competent. Competence is demonstrated in the final analysis’ 


| 
PATIENTS' REVIEWS OF PRACTITIONERS 
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‘by effective treatment results. Dur ing the consultation process, a prac- 


. titioner is observed and judged according to his diagnostic capabilities, 
knowledge and explanation of illness Causation, professional preparation, 
and ethical standards. A practitioner’ s quality is judged by how the sick 


" person experienced the interaction. Dods the patient trust the practitioner ? 


What is the manner of interaction: does the patient feel slighted, ignored, 
or embarrassed by the contact? Does, the practitioner consider the ap 
patient's interest: does he fulfill some minor request, take time to ex- 
plain procedures, and generally communicate a sense of control over the’ 
illness ililaii and offer hope for a future cure? As I examine laymen's 
evaluation criteria, I will also discuss their ee between 


Western doctors (sie yee ) and Eastern, or doctors 


COMMONSENSE EVALUATION OF QUALIF ICATIONS. 


1) Diagnostic Capabilities: Patients believe that a practitioner! ~ special 


knowledge and experience in their particular illness is very important. 

) _ They check closely to see if a practitioner has the end to find out what's 
wrong. Physicians have recourse to medical tests. Many patients are 
impresses the visibility, precision, and instrumentation of medical 

tests. ena doctor can explain an illness, Western diagnostic tests are 


considered superior. A respondent reports: 


"Dr, F. came to examine me. He had this shining mirror on his 

' forehead. He flipped it every now and then to examine me. He 
listened to my heart. He found out that Ihad poison in my system 

ee se rid of it. He sent me to the X-ray. He checked out 


When patients can make sense of the tests, they feel that the doctor fai 

diagno stic capabilities. Conversely, when treatment is not helpful, 

patients think the diagnostic rituals are meaningless. One old man jeered 


at the physical exam he had received. He said, "All he did was listen to 


my chest and go Po-Po,"' mimicking the doctor hammering his knees. 
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Another way of measuring how competent a doctor is is to see votes 


conscientious he is. When he asks many questions about illness history 


and suggests that laboratory tests be done for supportive evidence, he’is 


doing his best to find out what's wrong. Conversely, a doctor who does a | 


‘quick exam (referred to as a ''sloppy exam"), does not even "take the 


blood pres sure," asks minimal questions, and reassures the patient that 
he Will get well soon is harshly reproached when symptoms do not dis-. 
Those who consult herbalists believe in the inves that the @st ofa 
good herbalist is whether he can tell what's wrong without the client's 


indicating any symptom. A good herbalist can detect the whole body hime - 


tion through the pulse diagnosis: a three-finger palpation on each wrist. 


The palpation begins with three finger 8 together, followed by extra pres- 
sure of one finger at.a-time. Each finger — a portion of body 
function. A woman confided that she would return to her elderly herbalist 
when she had future symptom s because he would know her "pulse profile! 
(ma se Hk x ). Patients who prefer herbalists like the simple and quick. i 
diagnostic procedure. They do not complain that the herbalist spends To) 


little time with them. Many herbalists make no explanaéions; they write 


| prescriptions and send patients on their way. Patients who believe the 


pulse diagnostic procedure is effective also believe that the doctor knows 


what's wrong and it is not necessary for patients to under stand everything..: 


2) Clear explanations: A practitioner who can explain what's wrong know s 


the illness cause. When the symptom disappears with his recommended 
treatment, it means he knows the real cause. Patients judge how well a 
practitioner explains the illness causation and treatment procedure by (1) 
the amount of time he spends on paticzite, and (2) the language he uses to 
explain. Patients may not understand a practitioner's explanation and 
therefore not really feel it was adequate. A common complaint is that the 


doctor "'rushes'' them out. Western doctors, particularly specialists, are 


: accused of spending the least amount of time with patients. 


j 
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In explaining illness causation or treatment, physicians who 4 ee 
accustomed to medical. jargon often communicate in those terms. wane 
laymen are not familiar with medical jargon. Their body imagery is so 
different from scientific andtomy and physiology that often even ifa doctor 
takes time to explain, it is hard for — to comprehend. Practitioner s 
who ae medical concepts and procedures. to patients whose culture 


inclu no similar health or hygienic concepts (and is therefore not gon- 


 gruent with the wedical scientific culture) need to decode their language. 
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| Patients regard a practitioner's use of esoteric language as not only 
: baffling and frustrating, but even degrading for those with low socio- 


economic status. 


Patients think physicians who check them out and decide there is 


_ "nothing wrong" are very unreliable. They report that their doctors give 


unsatisfactory explanations such as "It's. just eree "or 'You think too 


- miuek. '' In contrast, the popular, Chinese folk poncept of illness causation 


is that overexertion, exhaustion, and emotional stress (tsee gick ¥| De ) 


can all contribute to illness. The We stern concept of "nothing wrong" but 


-"nerves'' is not part of Chinese folk culture and is therefore not accepted 


by the average person. i 
Herbalists use folk symbols to explain illness causation. Those who 
ara teenilies with folk concepts can conjure up an image or conception that 
is congruent with the practitioner's. Folk concepts are broad, cover. 
many possible symptoms, and often include sociopsychological stress as 


well. Since the practitioner's explanation is onan abstract level, the 


patient who also interprets the causation ona broad and abstract, level 


easily understand it. Thus, rp een the practitioner says seems to be 


coherent and in accord with his own idea. But the folk explanation is real 


_ only when the symptoms finally disappear with indigenous medical treat- 


‘ment. 


3) Professional education: Patients do ant claim to choose practitioners 


on the basis of their eat But when they are asked to differentiate 


physicians from practitioners, education becomes an 
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Patients do, however, have certain the 


educated: competence and expertise. 


''They are supposed to be the experts. They - college graduates 
and have gone through long years of training." (Field uetes} : 
am not a man. Ido not know anything-about the 
| body and illness. When Iam sick, I place at trust in the experts, 
For who have’ had an elementary education,+a. 
ee s high level of education has corresponding responsibilities: 


They are college grtduates. Western doctors are specialists, 

which you don't have in China in the country. They are supposed © 
thé special c f ill 

o know specia ause ness 
Indigenous practitioners do not have a uniform education. Those 


who believe in herbal practice refer to an educated herbalist as a scholar, 


or "Confucian doctor" (yue yee ). He has mastered the complex 
| medical theories and is expected to be a go0e healer. The only — way 


to find a trustworthy herbalist is through someone's personal experience. 


There are many "'phonies,"' "yellow - green healers who tread rivers and 


lakes,"' here today and gone (huang look yee can 


. Al). They have scant knowledge, but lure people with promises of cures. 


"There are many yellow-green doctors. They pick up a little 

knowledge about herbs and start pre scrining. Some cannot even 

write.'' 


(Field notes) 


"Many herbal men juat know a little bit from self- study and would 


ive advice to whoever asks. ett 


Indigenous caleba practitioners who have to sell them selves 


over illegitimate practitioners advertise their long years of clinical ex- 
| 
perience as proof of competence. Those who have gone through appren- 


ticeships under famous doctors, have taught, or have written books are 


educated healers. 


4) Ethical Standards: Patients often weigh a practitioner's fee for service 


on a moral scale. Indigent patient’ are particularly concerned with medi- 


cal fees. Profit making is not compatible with their moral expectation for 


>... 
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1 
a doctor. "'Yellow-green quacks" are “th worst offenders. 
They cheat patients for large sums of money with false promises of cures. aca 
.. ae "make you buy all 1 kinds of expensive medicine" that does not work. 


After a bad experience with this untrustworthy type, One can only philoso- 


phize: ''What Can you expect . se that are not educated! 
® leads to the notion of how bad it is if a college- -educated physician cicouate 
charges. It is not infrequent to hear such’ an accusation. . 
"T just went for a check-up and he took twenty minutes» He 


charged me $ 00! (Field notes) 


| “They make’ your illness more serious than you think so you have an 
| to go back for check-ups more often. All they want is to take > 
your welfare money. | (Field 
Ny have this heart condition. He gave me twenty pills that lasted 
ten days. Yet he told me to return to see him before ten days. It 
was not heces sary. He just. wanted to give me a check- -up and 
ch fee,"' | 
Wcities in Chinatown charge less than their Anglo counterparts. 
But when clients work for ‘Ness than minimum wages, the fee can seem 


exorbitant. A practitioner who charges low fees is respected as virtuous. 


.COMMONSENSE EVALUATION OF THE PRACTITIONER- PATIENT | 
ENCOUNTER. 


1) Worthiness of trust: When a-practitioner is rated as a good doctor in 


the lay referral system (i.e., when many people have atte sted to his good- 
ness), the sick person enters the consultative negotiation with an initial 
tha trust. If he has witnessed the practitioner curing others, his confidence 
in the doctor's competence increases. There is no variation in trust 
according to whether he is a physician or an indigenous practitioner. 
' People trust whoever they think brings about the desired result. 


2) Interaction with patients: Patients who reside in Chinatown may feel a 


social identification with traditional practitioners and Chinese-trained 


physicians. (Such practitioners cannot practice legally in the United 


States. ) They share the commonality of a language barrier. Many 
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‘immigrants live in the congested area of Chinatown side by side with the, | 
healers; there is greater cultural congruence when an. immigrant goes to 
see a traditional practitioner. A Chine se- -American who is accustomed to 
Anierican culture finds indigenous practice strange. ‘ogee practi- 
tioners ‘refer to their clients as guests (har tse aa Be ‘The whole 
therapeutic encounter can ‘be performed in the full view of others. 
~ During the therapeutic encounter, the traditional practitioner > 

examines the patient's pulse on both wrists, his tongue, and facial color. 
He sometimes asks the patient about his occupation and marital status. It 
is like a social conversation. When they commiunicate,: they often use the 
third per son for referring to the patient: both healer and patient refer to 
the patient! s experiences by saying, He has such and such a type of: 
symptom.'' When an herbalist treats someone who acts Westernized, the 
healer carries ona negotiation while’ prescribing. ''Do you know how to 
take Chinese medicine? If you don't like the medicine, maybe you can try © 
this." Different options are offered. The-healer does not force any spent : 
ment on the patient. 

7 There are many immigrant traditional practitioners who use their 
residences as offices. Patients Assemble in their living rooms to wait for 
their turn. The cramped waiting area compresses the patients’ social 
and per sonal space, leading to a friendly social interchange among them. 
They converse with one another and check out one another's treatment. 
When a patient goes to the We stern doctor, he is asked to strip, and 


encounters the practitioner in an exposed state. The doctor-asks for de- 


' tails Shout the symptom. The focus is on pathology and on the part of he 


body that is involved: When it comes to prescribing, the practitioner tells 
the patient what to do. -The patient usually has no voice in the decision. 
Whether the practitioner is Eastern or Western, he preserve's his 
Ynystique. He diagnoses, tests, and prescribes. Sometimes he gives an 
explanation or theory of causation. Patients Ao. not always under stand the © 
rationale or what procedure to follow. Tests are done but explained in 


brief terms. Patients are not expected to under stand the intricacies of 
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pathology. The traditional practitioner does not explain much of what he 
prescribes. He usually writes the prescriptions The drug dis- 
penser doesn't want to be asked what the herbs are. This maintaining of 
silence nearer the patient ignorant about what he is taking. 


3) Interest in patients: Patients think that a doctor's profit- making motive 


contradicts his professed humanitarianism. They feel that high fees are 

‘not in their interest. A patient judges Garisy ons commonsense cost- 

) gain scale: he wants to get his money's worth. He does not care to wait 
for a-long time to get service. He wants the doctor 1) to spend enough 
time to explain the truth of the matter; 2) not to force tests and treat- 

' ments on him that he does not want; 3) to give him remedies that are # 


clear, ‘simple, _and easy to follow; and 4) to ere him extra iD adh 
the 


get government money to help defray his co sts). When a patient is 
“hospital and in the presence of two or three health practitioners, and they 


.Carry ona conver sation that excludes him, or worse yet, discuss their 
\ 


own per sonal concerns. and interests, he knows that he is not the focus of 
the practitioner’ s concern. When he is feeling uncomfortable, the doctor 
should promptly answer his needs instead of avoiding him and making 


excuses about other duties. - 


4) Encouragin g hope: Patients who find themselves ill are concerned about 
~~ “getting their illness condition under control. Those who have recurring 

flare-ups or chronic and persistent disabilities often find it difficult to 

face the idea:of life-long, -unending misery. They try out different reme- 


dies to their ‘alive. a to do likewise. 


el 


ciated. A doctor who "'tries hard" to control a patient's disease is a 


"good doctor." 


, | SELECTING EASTERN OR WESTERN PRACTITIONERS 
Not everyone avails. himself of both Eastern and Western medicine. 
Not all immigrants see herbalists; some never do. There is no consis- 


tent pattern, but there are a few indices. From the observer's standpoint, 
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cultural exposure is a main factor of the choice. From the actor's stand- 


point, selection depends on the type of iliness, the type of treatment 


desired, and linguistic and economic considerations. 


1) Cultural exposure: The choice of indigenous medicine depends upon 


the availability of indigenous medical options in the social structure. The 


changing supply of herbs and herbalists described in Chapter Three has 


caused some fluctuation in clients' usage of Eastern medicine.!9 ™. 


Chinatown community provides cultural exposure; it is the large st 


. Chinese colony in the United States # ‘The people. who reside in this ghetto 


are continuously exposed to traditional medicine and to people's siecce ss- 


ful experiences with it. Contact with people who have traditional health 


concepts is greater in the ghetto. 20 -Second-_ or third- -generation Chinese- 
Americans still pick up and apply traditional thinking, if their immediate 
social network believes and practices traditional medicine. The influx of 
immigrants brings a boost to traditional concepts of health in Chinatown. 
Immigrants with urban, Westernized, Christianized backgrounds do not 
use indigenous medicine as a rule. Those who are rural or steeped in 
Chinese traditional literature are familiar with Chinese medical concepts. : 
Some Chinese-American youths who, appreciate the political contribution 
of the People's Republic of Chins, or who are concerned with the Third 
World Asian-American identity, ‘exhibit a, growing interest in traditional 
Chinese medicine. They are, however, ideological consumers, and not 


consumers of traditional medical practice. 


2) Type of illness: Like many bicultural health care consumers, Chine se- 


Americans have found empirically that certain types of illness are best > 
treated with indigenous medicine, and others with Western medicine. 


When a life-sustaining function is implicated, involved, or directly 


_threatened, there is no question that one will use Western emergency 


care. For transitory benign symptoms, when time is not crucial, one 


may see anherbalist. The Chinese distinguish two kinds of colds, one... 


from exposure (gnoy gum mh i ), and one from complications due 
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to exposure (noy gum “\wq py _). Herbal medicine is believed to be 
cheap and effective for both. 
Herbal medicine is also believed to be helpful in chronic illnesses 
such as hyperteni#ion, arthritis, and diabetes. Acupuncture is sought for 


migraines, low back pain, sinus problems, hearing problems, tinnitus, 


asthma, and arthritis. Sprains and simple fractures can be taken care of © 


bone setting, which ‘is based on ‘aa idea_of increased ‘circulation for 


healing, in contrast with the Western concept of sci lance ah Herbal 
medicine is ‘applied frequently, even daily, until the bone ‘regenerates. 
Western doctors are consulted for any surgical protien and ‘for Cancer. 


A survey conducted in Hong Kong reports opifions similar to those 


of respondents in this — 


The findings indicate that most useda 
_ Western doctor more often than a traditional practitioner, in 
treating sprains, broken bones, and rheumatism, 
medicine is considered 21 


3) Tins of treatment Sonizes: Western drugs are believed to work faster 


and are considered very useful for prompt relief. Prompt efficacy implies 


strength, but also a higher risk of side effects. Herbal medicine heals 


slowly, but is believed to have no side effects. -Herbal medicine can | 


build up the body through supplements, can counteract weakness induced | 
by illness, and can generally cure the root of an iaasie. Again, the Hong 
Kong study shows concurrence with these beliefs. 


The "injection culture'' found in Chinese Western — isa 


ge 
“ Pemnant-of the use of vitamin supplement injections. Since vitamin injec- 


tions are analogous to traditional supplements and tonics, they have. become © 


very popular. A "blood-building shot" (poa huet tsum oF 


‘simply a supplemental shot" (poa tsum 4 ), can be obtained only 


at a Western doctor's office. In Chinatown, physicians refer to injections 


as supplemental shots. Patients also seek shots to kill germs, or yey 


shots for any infection, particularly a cold or ‘influenza. 
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4) Linguistic and economic considerations: Language can be a problem. 
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_ Chinese physicians may speak Cantonese, but their language fluency can- 


not compare with that of indigenous practitioners. When non-English-_ 


speaking patients have to see non-Chinese- speaking physicians, they 


exhibit a definite reluctance. Describing experiential symptoms not 
visible to others in English is a hardship lof; someone who is not proficient 
in it. If sucha person needs ‘Western medical treatment, he finds it 
better to go to the Chinese hospital,- | : 

-, Despite the federal program for the indigent, many residents still 
do not have héalth insurance or third party payers. Patients have to con- 
sider medical costs in the context of their subsistence wages. ‘The coset 
of/medical care is not geared for those re wages barely meet living 
expenses. How fast a practitioner can heal and how much he will cost are 
realistic considerations. Herbal consultation costs $5. Cus harbatiet who 
charged $10 was branded as a profit maker. The cost of herbs may be | 
from $2 to $15. Western physicians charge. $7 to. $12. ‘Frere may be 
added costs for different tests. Medicine can cost from $5 te $15. If one 
has a third party payer, it is not economical to oak herbal care, because 


indigenous medicine is not covered by any form of insurance. 


PATIENTS' VIEWS OF MEDICAL CARE, 
CROSS- CULTURAL AND CROSS- CLASS 


. There are several studies dealing with patients' attitudes about, 
expectations foe, onl satisfaction with medical care, and specifically with 
the practitioner-patient relationship. They are evaluations of patients’ 
attitudes toward health care on a sociopsychological level; the areas of 
patient concern they delineate are: 1) illness explanation; 2) support 
and encouragement; and 3) clear communication. ‘These are also the 


areas of concern found by this study. One of the studies reviewed is on 


evaluations made by low-income families receiving comprehensive 


pediatric care.** The reviewed studies and this Chinese- American study 


constitute a limited ‘re search report on client needs across class and 


cultural lines. 
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1) lness explanation: The sick need to know what is wrong and what the 


illness causation is. Mothers with sick children are particularly concerned 
to know that they have- not caused the illness. 23 Reader et al. note that 
patients want practitioners to be honest, not evasive, and informative aN 


about their condition, using clear explanations.“4 


2) Support and encouragemént: Caplan and Sussman find that patient 

satisfaction with medical care depends on his opinion of the clinic physi- 

_ Cian, his perception of the physicians’ interest. nae Patients want practi- 
tioners to take time with them, to be kind and supportive, and to - 
encourage them and give them hope. 26,2 | wii Patients a also have definite: ex- 
pectations when they approach certain doctors. 28 Cobb finds that patients 

— go to quacks because they offer hope, personal attention, and concrete 


29 


treatment. 


. 3) Clear communication: Patients want practitioners to be easy to talk 


to 30 They want practitioners to take their concerns into consideration 


and share their interests. They also want doctors not to use medical 


jargon.°! 


It is not sufficient to examine ony the social Daictasiens aspect 
4 


32 
of clients' concern. They also have economic concerns, which are not 


mentioned in these studies. (Concern for the time spent in waiting is 


noted, but this is a concern for tonmporat resources. ae) The respondents 

in this study repeatedly referred to their concern for the cost of medical 
service. The social background for their concern is the ghetto, with its 
bad socioeconomic conditions: long hours, low wages, and no fringe 

| : benefits... Economic concern is an area that is usually assigned to the 
social worker's domain. Re searchers do not include the patients’ economic 
34 


ca | concerns in their studies. 


Patients are coming to feel a political concern in the practitioner- 


patient relationship. The gradual emergence of consumerism will change 


the professional-client relationship.” Consumer groups are beginning to 


a 


sit on the planning committees for neighborhood health centers, although 
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they may not be successful as ‘yet in having, their perceived needs pro- 
jected into health care planning. 36, The social] political climate of our 
contemporary society is one of struggle: professional autonomy vores 

client revolt. eventually, a redefinition of the professional- -client rela- 


tionship will emerge. 


° Professional*knowledge, service, autonomy and organizational 

- authority is being challenged-at various levels of society among 
widely diverse groups.... The client seems to be rejecting what — 
he considers inotitubionaticed meddling under the cover of profes- 
sional concern. Out-reach programs from the client perspective — 
have become out-grab.. . Fhe 'whole man! approach in medicine 
infringes on areas of sctlal relations-wheré Clients consider | 

themselves competent; patients want to‘turn to the doctor when 
in trouble, but not to be bothered otherwise.3/ 


Patient. consumers will - become more sophisticated and more aware. 
of their needs. They will make demands about how services to fulfill their 
needs should be provided. 38 A model of clients’ needs will, in time, in-, 
clude the sociopsychological, ‘ sociocultural, ‘economical, and sociopoliti- 
calareas. The model will evolve from the lay referral system and from 
the type of community in which it exists. Client expectation is constantly 


affected by lay evaluation of the outcome of the practitioner - patient inter- 


action, and client economic. concern is rooted in the memeaeentane struc-: 


ture. of the community. Chinatown is not a static community. Immigrant 
| Pinta Americans may not demand their poditical rights. as Health care 
consumers, but Chtnece- American youth s who are not within the profes- 
sional health care system have demonstrated organized interest in their 
community's health care services.” They can become the forces of 
Chinatown's client revolt. The change may be imperceptible at this dime, 
but patient evaluation of practitioners will slowly ehenge 1 in the light of 


the nation's social ‘movement of consumerism. 
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FOOTNOTES FOR CHAPTER SEVEN 


a. Refer to the three models discussed in Chapter bee under the sectiod 
on help-seeking behavior. Initially, Bloom used the field theory to 
conceptualize the patient- practitioner relationship. Then with Wilson, 
he used Merton's role-set theory to it. 
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ll. The examples Freidson gives to demonstrate a referral process that 
begins from a small inner social circle and pfogresses to other 
distant lay experts are Evans-Pritchaftd's primitive medicine and 
more récent descriptions of mental illness referral. The former 
example does not exist in a contemporary urban society. The process . 
in the latter example is slightly different from the referral process 
for socially acceptable illness. Mental illness, which is character~ 
‘ized by social deviance, is kept-within a familiar social network. 


ee ee Evans- Pritchard, E.E. 1937. Witchcraft, Oracles and Magic . 
Among the Azande. Oxford: Clarendon Press. 


12. Booth and Babchuk note that on is usudlly 

not specific enough; the sick need to-have information on how to * 
‘saetin their particular illness. They also seek firsthand knowledge 
and experience with seeking health.care. 


Booth, A. and Siichuk. N.. 1972. "Seeking Health Care from New 
Resources.'' Journal of Health and Social Behavior, 13:93. 


13. Respondents claimed that in the country in China there were no 
doctors: Here in America, we have not-only doctors but specialists. 
Patients expect specialists to be experienced in treating certain kinds 
of illness and to know the exact cause. For this reason, the sick feel 
it is important to seek specialists. eeu Sates 


Z 14. Freidson, E. 1961. Patients' Views of Medical Practice. New 
York: Russell Sage Foundation, pp. 49-56. 


15. Kish, A. and Reeder, L.G. 1969. "Client Evaluation of Physician — 
s Reyer Performance.'' Journal of Health and Social Behavior, 10:1:51-58. 
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16. Ibid., p. 54. 


17. Chikees doctors are censees to as Chung-i in Mandarin pronunciation. 
They are also called Kuo-i (''national medical doctors''! ( ae )or 
Ju-i (''Confucian doctors,'' knowledgeable and learned doctors 4 


Croizier »R.-€s---1973. ''Traditional Medicine as a Basis for Chinese 
Medical Practices.'' In Medicine and Public Health in the People's 
Republic of China. Edited by J. Quinn. U.S. Department of Health 
Education and Welfare Publication (NIH) 73-67, pp. 7-9. 


18. Hayes noted that Chicano patients judge doctors according to their 
money-making motives. 


Hayes- Bautista, D D. 1971. "Para Juzgar 1 Doctor.'! Unpublished 
master's thesis, Univer sity of California, San Francisco. — 
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: familiar with, they will:continue to use it. 
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"Concerned Supporters of Chinese Hospital'' is a group of community 
people who came together in December of 1973 when it became known 
that a much-needed outpatient clinic might not be built. 


''In an effort to pressure the divided Chinese Hospital's Board of 

Directors to sign the architect's contract and thereby accept a 

$2 million federal grant and loan to build a clinic, Concerned 

Supporters drafted a leaflet to inform the community of the crisis 5 | 

and successfully coordinated an effort to get over 50 community 
' agency leaders to write letters to the hospital board encouraging 
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hems to go ahead with the building of the outpatient clinic. sh 


From a communication of ''Concerned of Chinese Hospital, 
1974. 
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CHA PTER EIGHT 


-THE : PRAGMATIC CONTEXT: FROM KNOWING TO 


ACTING IN LIFE 
vi 


The descriptions of illness elstckeak gunk by the Chinese- 


American respondents share this process: wondering what is wrong, 


; searching for the illness causation, remedying to get rid of symptoms, 


then trying out doctors or remedies untii. something works. In that the : 


development of theories of causation or directives for treatmisate are 


hinged upon interactions with others, the individual who interprets and 


reports his illness experience gives a highly subjective view. His or 
her interest is egocentric. The respondents were mainly — 
with events and experiences meaningful to their "I."" 
- Chapters Six and Seven dealt with precesses my illness experiences 
inten the actor’ Ss perspective: stories told by the respondents in their 


subjective views, sy stematized by the researcher through a substantive 


analysis. In this chapter, the same processes are reflected through 


the researcher's prism, who analyzes the phenomenological processes 


of the observed. The theoretical analysis deals with the problematic 


experience and the probleyp- solving processes (the experiences from 
knowing to acting in the everyday world),. and presents a paradigm of 
the actor's relevant, experiential context: the pragmatic context of the 


commonsense world. 


ILLNESS EXPERIENCE: A PHENOMENOLOGICAL VIEW 


| ILLNESS IN EVERYDAY LIFE. Asa person moves about his 


pertey activities, regardless of his social-role, -he. may experience illness 


as something unusual and different from his accustomed bodily exper- 
iences. The experience may be familiar: a discomfort or a signal he 


has seen or experienced before. It may be novel and unfamiliar. He 
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does not always attend to the altered bodily experiences. There are other 
preccupations in life that compete for his attention. As long as = dis- 
comfort is tolerable and the bodily signals are not highly visible or felt, 


he continues. his daily activities i ila to his social role. 


THE ‘UNFAMILIAR AND PROBLEMATIC. The bodily signals that . 
a person picks up are noticed as “something wrong '' The unfamiliar 


feelings and signals become cognitively problematic when he has no 


. knowledge about what they may be. He searches for ''what is wrong" 


and wonders what can be done. Not all biological deviations are 
strategically problematic, i.e., one does not know what to do about them. 
Some.familiar indispositions are commonly known (and therefore not 
cognitively problematic), and can be taken care ee A 


person's activities and routine may not be disrupted, or if so, he soon 


resumes his regular occupation. ‘But the type of*biological experience 


-that.he is not familiar with will need a problem definition, first sym- 


bolically and later strategically. 


DEFINING THE PROBLEM. How does a problematic experience 


become recognized as a problem? For the sick person, the feeling of | 
pain and discomfort, the loss of the use of his regularly functioning 
body unit, the interruption of his social roles, and the increase of 
anxiety about the illness situation are conditions that render illness a 


problem. Under these conditions, people will act to change the unusual, 


undesirable experiences. An illness problem may hive many dimensions: 


be cognitive, affective, wiotagicel, and social. Not knowing what is wrong 


- and looking for answers is a cognitive problem. Worrying over the 


unpredictable nature of illness, being depressed over ‘extreme discomfort, 


and feeling anxious over the risks involved are affective problems. The 


. interruption of regular social activities and occupation in persistent ill- 


ness becomes a social problem for the person. | 
Gaining knowledge about the illness problem is } he first step of 


problem definition. 
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1. The concrete reality of physical experience. If we project 


ourselves into the place of the _— we see that sensory stirnuli that 
we interpret as discomfort: are: experiences that we cannot easily ignore. 


Even though different people may have differential sensory threshholds, 


_ or interpret their sense data in different ways, perhaps take only clight | 


measures to relieve discomfort normally intolerable to others, physical 
discomfort cannot be dismissed. a The strategy of mind over matter 


may help to dismiss temporary and minor discomfort. But the physical 


experience of discomfort cannot be continuously disregarded when the 


sensation persists or is accompanied by incapacity. These biological 


signals are picked up and perceived as uncomfortable and undesirable 


whose existence is unquestioned. 


2. Defining biological. experiences cognitively. When someone 


realizes he is uncomfortable, he begins a process of. having to ‘know 


what the discomfort means. The physical reality must be symbolically 
int¢rpreted and the origin of the discomfort investigated. To deal cogni- 


tively with this problematic aspect of illness, he attempts to find repre- 


sentation of the ''puzzling,'' "unknown," “or "unfamiliar'! physical 


experience through logical explanations and body imagery. Defining the 


problem thus, he tries to "figure out what has happened": to his usual — 


body processes. 


Explanation is a way of ia: the problem, and imagery isa 


capsule version of it. 3 


Explanation of illness causation and body 


imagery 1) symbolically represent the illness reality; (2) provide 


knowledge. for action; and 3) highlight the illness oot Sea 


Symbolic representation. Explanation of what is wrong and body 


imagery are attempts to r sent the invisible part of the body process. 
may successful. Explanation of illness | 


causation and imagery can be picked up from one's own experience or 


4 
borrowed from other's experiences. |§ When such empirical events and 


imageries are linked to explain illness experiences, the symbolic 


experiences. The physical experience is perceived as a concrete reality; 


© 
i 
8 
4 


\ 
has not picked up enough information previously. When someone has no 


and not conjectured, a reality known: with a high degree of certitude. 
The meaning of the explanation and the imagery is held and believed 


_in- strongly. 


_ dysfunctional processes or risk factors. Body imagery also condenses 


much information. m The meaning of a symbolic representation of ill- 


know a conjecture with certainty. 


logic in the illness situation, is to identify the cause, to label with 
names, and to point to possible avenues for action. In the pool of 
knowledge about illness, there are specific categories of illness with 


known causes and tested methods for treatment. When one links the 
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representation has a concrete quality, i.€., a or perceived as real 


Body imagery, like an explanation of causation, projects relation- 


ships. The relationships may not be ca sative; the imagery may be of” 


ness may have to be intuitively abstracted rather than logically deduced, 


unlike a theory of causation. There may be no body imagery if a person 


imagery of the body structure or function, he may not have any fantasy 
to represent the illness condition or illness proceés. | 

The search for a causal explanation can be a tortuous process. 
When a person lacks experience and knowledge of the body, illness types, 
and. causation, illness explanation becomes at eat hypothetical and 
tentative. Postulates of illness causation shift as he picks up new 
information to link to his current illness experience, arriving at various ° 
explanations. Theory of causation is a formula of logical abstraction. 
It does not have the quality of conc rete reality as does one's experience 
of phy sical discomfort. Those illness hypotheses that have not been | 


validated*by one's experience are not objects of belief. _ One does not 


/ 


Knowledge for action. Explaining illness is one of the first steps 


of problem solving» The identification of illness causation as a sub- 
process in causal explanation is a rational step of categorizing the ill- 


6 | 
ness phenomenon. The function of classification, an exercise of 
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identified causation to the preclassified causation, one finds a guide to 


the next step for action: specific treatment. 
Imagery of illness and the body vividly demonstrates-the conse- 
quences of illness. Fear of risks generated by imagery instills anxiety 
about the illness exscomane One takes action when anxiety is not out of 
control. Body imagery of treatment, e.g., exercise as a means toa 
"well oiled". body, can serve as a knowledge base or rationale for 


Highlighting of relevance. Defining the problem is a prelude to 
what action to take. An illness explanation identifies causation. Based 


‘on the knowledge-of causal explanation, a person logically fotiows certain 


actions. He does not take rae taink avenues of action all at one tim 


The explanation points toa prima ty relevant action. ‘He may tak | 
many different actions subsequently, but at each temporal unit, there is 


a relevant action to be taken, and other actions can be disregarded. 


Body imagery of illness pinpoints risks. Actions taken are specific for 


minimizing loss. 
3. . Affective aspects of the illness problem. . When.an illness is. 


setmitias-ond one does not readily have a causal explanation, the un- 


known and eosailice uncontrollable condition will generate anxiety. A. 


high degree of discomfort further accentuates anxiety Over the ''non- _ 


containment!’ of the problem. The perception of unpredictable risks is 
continuously experienced as insecurity. People worry about not knowing 
"what is wrong," or about risks: ''Maybe it is cancer,'' or ''The stiff- 
ness may anne. to paralysis." When an illness condition is known to be 
under control, one can be ere that the discomfort or dysfunction is . 
temporary. One can be confident and feel secure. Anxiety can mount 
in cases where symptoms are unpredictable, perceived as life-threaten- 


ing, or uncontrollable. The emotional aspect of the illness problem is, 


..by and large, not identified as such, namely, worry based on specific or 


ambiguous threat. Not knowing ''what's wrong,'' and feeling anxiety over 
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various insecurities and threats, is experienced holistically. Only 


upon reflection does one distinguish the eegarys versus the affective. 


aspect of the illness problem. Anxiety and physical discomfort are 


inseparable in that anxiety has many physiological manifestations. 


Anxiety is generally identified as a somatic rather than affective web 


lem in our culture. s 


Social aspects of the illness. erobtenr- ~Different- “aspects of 


the illness” problem may emerge at different times. The severity and 


persistence of symptoms lead to the social definition of the problem. 
The interference with one's usual activities and the antarsuption of one! s 
social role and responsibilities become one's illness problem as well. 
Long-term physical impairment leads to many problems for daily 


management for self-appraisal. ae Coping with probleme in the. social” 


~ sphere has been mostly left to the resources of the sick. The scientific bias 


medical culture has singled out the physiological aspect of illness as 


problematic. Laymen too are accustomed to focusing illness problems 


- according to their physical manifestation. 


-Dethiing: causation as a cover various aspects 


of illness. Defining illness causation is an act of learning, i.e., creating 


reararan symbolic representation of the illness phenomenon. Knowing something : 


to be real (or true) is accompanied by a_sense of certainty. Certitude 


replaces the sense of doubt, vacillation, and anxiety that precedes the 


causation definition. Knowledge brings a degree of certainty as long as 


_ the symbolic representation is perceived as a convincing reality. This. 


reality is tested by one's evaluation of treatment efficacy. — People in 
this study continuously sought the ''real causation,'' assuming that know- 
ing the ‘iain will lead to knowing effective treatment. Questioning | 
illness causation is a tangible, logical, and usual way to solve problems 
— like identifying anxiety to assuage insecurity. Concomitant social 


problems of illness will be resolved if only symptoms can be eliminated. 


_ While seeking security and control of illness conditions, people continue 
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to express their desire to understand the illness causation. They keep 
up a constant search for causal explanations as long as symptoms per- | = 


sist. ~Knowledge’does not always bring assurance. z In the illness 


experience, people act as if will bring gbout solutions and 


| -emotional secu 


PROBLEM SOLVING: ACTING TO CHANGE ILLNESS. EXPER- 


IENCES. Subsequent to illness definition, one proceeds to do some- 


thing to change the. illness condition (discomfort) or illness consequences» 
(dysfunction and disruption). Illness definition, which is a cognitive | 

| process, means knowing what the illness experience is all about. Think- 

ing is instrumental to acting, and isa problem-solving activity. It is 

instrumental to the consummation of interest or impulse. - The sulssadaono 

of thinking extends into the process of acting. ‘Before acting, there is. e 

a mental review of what and how one will act. Before planning to act, 

one has an intention to act. There are three phases of acting: a pro- 


jecting stage, an acting stage, and a consummatory stage. 


THE PROJECTING STAGE.“ During this time, these formula- 


tions take peace: 1) the justification for action, 2) the goal for action 


(motivation), 3) the plan of action, and 4) previously completed acts. - 


as referrents for the projected action. 


af 1) WusAtication. Knowledge about an illness comes from first 


perceiving illness as a concrete reality, experiencing the prdblematic, 


and arriving at a causal explanation. Different aspects of the illness 


oe problem emerge at various times. One may experience one predom- | 
ss + inant aspect of the illness problem ata time. At one moment it may 


be the discomfort, and then it may be a concern about the risks af side 
effects. Now it may be anxiety over unpredictable flare-ups, and later, 


over the difficulty of getting around to perform daily chores. Regard- 


less of what aspect of the illness problem is experienced, people find 


the problematic the ground for action. They refer to the origin of the | 


UMI 


€ 
° 
7 
| 
¢ 


245 
problem as Anese causation ée the symptom which is the root of all 
Illness expla ation means projecting knowledge for action by 
_ tracing events and acts in the past that may have lead to the present | 
consequences. The relationships de rived ‘from. picking up and linking 
information to the illness —— now provide grounds for subsequent- cinder 


action. Action, thus justified, is projected as future effective action. 


“hae | 2) Motivation. The illness problem, . perceived as a concrete’ en 
_ reality and justified for action, now reaches the stage of intention. 
- The purpose for acting in illness merits a close examination. Schutz 
delineates motives temporally as motives Lateve and after one acts. - 

Before acting, in the projecting stage, one reflects on what o“— needs 

to do in order to effect certain results. —_ then acts accoxéine to.. 

the thought- -out plan. When the action is finished, one looks back and 

gives reasons why one acted. The motive one has in order to act, the 

"in-order-to motive,'' may not be the Same as the "because motive, ' 
the motive one attributes after the 
The motive to act toward one's illness is expressed asa general 

ma to ' ‘get acure,'' ora return to the state of nonillness. During the | 
| temporal order of action, one's goal may change. Before each act, 
‘< e., remedy or consultation, the general goal or eradicating symptoms | 
and obtaining a cure may be one's prime concern. When the action is 
completed and one looks back, one may express a slightly diffe rent 
goal. For example, when pain is not totally relieved, one' Ss retro- 
active goal becomes partial relief. The goal that has not been fulfilled. 
(total relief) is now only a wish. In short-term illness, the goal fora 
cure may be fulfilled. In chronic illness, the goal is veaiatice modi- | 


fied. The wish for a cure continues to remain the in-order-to motive. 


This goal, or wish, in fact, sustains many new actions in the multiple 
trying-out processes. In repeated trying out, the in-order-to motive 


is held somewhat in abeyance: people desire to be cured and simulta- 


UMI 


neously expect (from past experience) that treatment will be ineffective. 


7 
‘ 
‘ 
; 

» 

“a 


: 246 
The general goal, i.e., the in-order- to motive, is expressed in 
the Chinese concept of the "root.' The root represents both the origin 
and causation of illness. One needs to find the real cause and the right 
| ‘treatment in order to sever the root. Chronic illnesses have roots that 


are difficult to exterminate. However, one does not stop one's attempt 


to sever the root. One may give a because motive, ‘I thought it would 
work,'' when the root is found unsevered. 
The motive for each action is problem related. In other_words, 


because of the problem, there are now motives to take action in order 


to return to nonillness. Even though there are different aspects of the 
illness problem to be solved, instead of identifying the differentiated 
-, goals for different aspects of the problem, people refer to the primary, 
generalized seal of "getting rid of the symptom.'' Experience, in the 
phenomenological perspective, is holistically perceived, unless one 
steps to reflect and analyze the, situation. Furthermore, 
events are expe rienced in the context of the eve ryday. world, and there- 
| fore are subject to the taken-for-granted rules of commonsense behavior. 
5 Patients, i instead differentiating problems as physical, cognitive, 
or aocial, refer to their desire get rid. of the "'root'' cause 


or symptom — the source of the problem. | | tee 


3) Plan of action. | One has in mind what one wants to do. One 
has a mental picture of a plan of action. The next step of action involves 
reviewing conditions and consequences of future completed actions. -The 
plan of action in an illness situation involves: = 

1) Following formulated recipes and projects into future action. 

2) Contrasti@g past experiences with future projected acts. 


3) Projecting into future acts the consequences of past and 
future risks. | 


4) Weighing consequences of future acts as to their desirability. 


5) Giving attention to projected acts with minimum undesirability 
(loss) ‘and maxjmum gain. | 
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_ Calculating risks is central to the plan of deiton, It means, 


weighing the desirability of the consequences of projected acts. Such 


reviewing of imagined action is the prelude toa selection of a plan of 


action. ~The seresived risks, real or conjectured, in the problematic 


illness situation must balance with the risks one imagines in the future : 


action. For example, the risk of a bleeding ulcer must be weighed : 


against the risks of surgery: one may get cured through the treatment, 


get infected, or even "never wake up'! afterwards. Conversely, the - 


este from the illness situation is weighed against the loss of future 
action. | For example, the sick role may release one from an undesir- 


able social role, whereas a cure means getting rid of the undesirable 


but returning to the undesirable social siuation. The of 


action may not always aim toward promptly obtaining a cure. 


‘The plan of action is frequently expressed in the all-inclusive 


_ phrase ''getting a cure.!! When one's own action has not shown satis- 


factory results, one plans to engage in ac’ ting with an expert. Most 


people do not exclude other remedies, but they concentrate on getting 
help from an expert. The expert, like the patient, has a tendency to 
deal persistently with the physical aspect of the illness. The patient 


_ approaches the expert to get help with various aspects of the illness 


problem under the inclusive expectation of symptom eradication. 


When the healers deal with the sociopsychological aspects of illness 


problems, they are revered as "good doctors." 


4) Completed acts as referrents for the projected action. The.’ 


information for remedying is recalled from memory into the present, 


and projected into the future as a completed act. Formulas for 


_ remedies are step-by-step projections for future acts as one proceeds 


toward taking the action. Recipes from the stock of experience give 
firm assurance of successful future consequences. Likewise, living 


examples who are consulted provide projected consequences of future 


acts. One expects a certain measure of efficacy from the projected act. 
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The affective accompaniments of such imagining are hope and trust in _ 
‘the future acts and the consultant: © The desire for engaging may come 
during the projecting stage when one has used another's trust and 


success for projecting. 


THE ACTING One’ s attention is focused on the action 


-* once ‘thi plan of action is selected. Action is progressive as the act 
evolves: the present is different from the moment before. Attention, a 
however, is not strictly focused on acting consistently. One is aware, 


_while acting, of the intention and goal. One may also anticipate what 


the final. act will be. ‘Reviewing the plan during the evolution of the 
act, one change the Finally, one is engaged in 
the act. 3 

in of action may come from. the 
act. In the way the conducts the healing 
action as well as the perception of healing attained are conditions- that 
may alter the plan of action. ‘Engaging in consultation may begin in 
the projecting stage, but it also undergoes ongoing scrutiny to deter-_ 
mine whether it should be the projecting eta for ‘the next moment. 
One may plan to continue engaging or may choose to disengage. 

The ongoing act may involve a physical, ‘visible, | and tangible 
environment. One is manipulating, aaeied or being manipulated by 


things, people, and events with perceptible physical properties. Acting, 


under such circumstances, is perceived asa concrete reality; one will 
focus inate attention upon the process of acting. One anger" for sure 

that one has done something in the illness situation to fulfill one's goal 

‘tor acure. Merely and getting an explanation is notas ~~ 
impressionable an experience as gettimgeen explanation after having 

gone through a battery of diagnostic tests whose purposes have been. 
explained. | | 


During the acting stage, one may also direct one's attention to | 
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anticipate the termination of action. Sometimes people are anxious for <a 


: the result df the completed act. A terminated act means visible, goal- 


matching results. The result may not-follow one's anticipation: ''a cure." 


Before as well as after the act is completed, one evaluates its desir- 
a ability. The criterion for desirability is practicality. 
| | ‘Practicality, or, in the language of the layman, action that 
"works,'' has its own dimensions. The practical is that which can first 
_ be experienced, then recognized as desirable, and finally interpreted | 


as improvement (some approximation of one's goal). Anything that 


cannot be physically felt or seen is not experienced as concretely real. 
. The real effects must not be risky, and must contribute to improvement 
of one's illness situation. Desirability is evaluated subjectively or with 
‘the help of others. Practical effort isa reduction ofthe problematic 
- aspect, whether it be biological, psychological, or social. The final 
‘measuring rod of practicality is one's experience of comfort: results 
that bring a normalization. In sum, a practical reault 
isa consequence that is perceived as an approximation to one's accus- 
_tomed nonillness status. ‘The act is thus useful and desirable. 

The ongoing act may be an act that one is familiar with. Then it 
is taken for granted. One acts in an automatic" way. One's anticipa- 
tion, the review of the plan of. action, may enh be as acute in taken-for- 
granted routine circumstances... ‘One may even take the result for 
granted. When an act is new to the actor, the anticipation is higher, 


and he attends to the plan of action and is eager to evaluate the practical 


‘result. 


THE CONSUMMATORY STAGE. One's act is accomplished and 


becomes a past act. The step-by-step procedure of the plan has been 
followed through. Remedies, consultation, and treatment have been 
- a completed. One looks back at the act and evaluates it: Howtangible is the | 


result? Is it as expected hen one does not see the anticipated practical 


results, one may give time for the expected and desired consequence to 
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accustomed to a certain problematic aspect, and over a period of time, 
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take place gradually. One withholds one's judgment. One allows the 


same act to .be repeated, hoping that perhaps the completed act may 
bring the wanted: result. This waiting takes place when people with 


chronic illness who engage in multiple trying out suspend their ices 


_of consultation, try out a few times, and then judge. 


Accomplished acts are judged as to their successful | or unsuccess- | 
ful outcome — ac; practicality. A successful act will become ‘another 
in-order-to motive for future acts. The knowledge of the means and | 
the consequence of the act is stored for future reference. The accom- 


plished act, nowa part of one' s experience, can be veined: the 


béginn the plan of action, ‘the means, the past progression, the 
rminated act, and the reality or the result after accomplishment can 


; be evaluated. This is a test of the validity of one's knowledge about the 


illness explanation in relation to the corresponding action and conse- 


quences. If the conseqtience is desirable, the knowledge of illness” 


‘causation is probably right and the mode of action appropriate, If the 


| consequence does not equal one's expected goal, the previous explanation 


-is now probably seen as hypothetical: knowledge now proved “not true." 


The practical consequence is a persuasive test of the validity of one's 


’ previous knowledge base. Even when one concedes that the expected 


result has not taken place because the illness is not curable, the hope 
that the illness might eventually be cured is never relinquished com-_ 
pletely. | | 

The accomplished act can now validate whether the knowledge 
gained from one's own or from others' past experience has been aptly 
applied as a basis for action. If it is shown that the guidance from 
previous experience was useful, the knowledge becomes a confirmed 
reality that one will surely apply in future actions. 

In chronic illness, the amin cote is never quite resolved. 


It then becomes the basis for another eries of acts. One may become 
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take for granted certain discomforts and limitations of one's function. 
When chronic illness worsens, i.e., the problematic becomes pro- _ 


nounced (or, as respondents said, “flares up"), action must begin all 


THE PROBLEMATIC AND THE CONCRETE: 
SICK PEOPLE'S SALIENT EXPERIENCES 


The salient aspects that emerge from the foregoing analysis of 


knowledge and action are sick people! s experiences of the problematic 


and the concrete reality. Both claim immediate attention and conscidus- | 


“ness ih everyday life. The problematic is that which initiates our 


inquiry and begins a course of action. The concrete reality is the quality 


- of perception that first indicates. the existence of the problematic, and 


later is felt as ey when the problem is ¢Olved. Before we further 
elaborate these two aspects, we will review the context in which the 


experiences take place: the world of en 


“THE WORLD OF EVERYDAY LIFE. Alfred s thesis of 
the realms of experience is most appropriate for the examination of the 


world of everyday life. AP It is a world that is historical and organized. 


‘It is a world that precedes our birth and continues after our death. 


Others before us have tried and tested recipes to hand down tous. 
The many meanings of things and events are pre-interpreted for us. 

_ Since the maanioge ne things and events familiar to our predecessors 
are passed down to us, and many of our own actions have become routin- 
ized and familiar, our belief in the everyday world survives any‘ single 


doubt. We do not stop to reflect on the meanings of frequently seen 


events and objects. Neither do we question the objective existence of 


this everyday world. We take this world for granted. 


Our experiences of the world are represented by various realities: 
the world of sense, the woatd of science, the world of ideas, and the 
world of. ‘supernatural mythology. The world of sense, in which we 


perceive physical things, is a world that we cannot just wish away. It 
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is the eve ryday world of living which Schutz describes thus: 


. the world of physical things, including my body; it is ae 
the realm of my body locomotion and bodily operations;. : 
it offers resistences which require éffort to overcome; 
it takes place before me, permits me to carry through ~ 
my plans, and enables me to succeed or fail, in my 
attempt to attain my purpose. 14 


The objects and events in the everyday world cause it to "impose itself 


upon: the ego.''> "It stimulates the ego in turn to the object, to attend 


to it. 


We experience our everyday world with attentiveness: a conscious- 


f~ ness Schutz calls a form of ''wide awakeness.'' We are attentive because | 


we have an eminently practical interest in it caused by 
the necessity of complying with the basic requirement 
of our life. 


Our existential needs are those for survival. Our consciousness is 


_ expended upon the twenty-four hour daily needs of our lives: we yield 
not only to biological demands but to. social and temporal demands. 
Regardless of our social role, we must contend with hunger and fatigue. 
We must deal with the daily. passage of time. In the social sphere, 
there are institutional demands from our familial, occupational, and — 

sociopolitical-roles: There are interactional demands from our daily 

» face-to-face encounters. There are people, objects, and events that 
immediately impinge upon us and claim our attention. 
Our interest and attention focus upon the basic requirements of _ 


life, and thus this pragmatic interest determines what we consider 


_relevant and meaningful. It is toward our pragmatic interests that we 
direct our energy and action. 
The types of actions we take in our everyday life are goal directed. 
Schutz gives the term working to action planned in order to bring about 
a change in our outer state of affairs. = ho dada involves bodily move- 


‘ment. We work toward that which is pragmatically relevant. We per- 


ceive the environment in which we work as many strata of reality. The 


stratum of reality termed world within reach is the time and space we 
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occupy while we work. It is a physical world that we can manipulate, 
which we see or touch with our hands. There are also distant objects: 
that we cannot snaaviahee close at hand except visually. _ To touch the 
distant objects, we have to leave the world within our seach for another,. 
beckues our realm of experience is bounded by space. Our experience 
is also bounded by time. The ‘ceachable world is in the present. “While 


we move into the future to reach another world, the one we have left is 


already in the past. 
When we gear our working to the outer world (the social world), 
, we follow a particular social form. We share the. everyday world with 


others. It is an intersubjective world, in that it is known in common — 


with others, “and we share many means and ends in it. What we carry 
out as our working selves is tested both by us and by others. Our 
working is social ition: although we seemingly act alone in the present 
~ time, the meaning of our act is drawn from others’ previous interpreta - 
tions, and may be followed by still others’ interpretations later. When 
we work in conjunction with others, we mutually communicate, »sharing | 
+ | our time as well as the meaning we have toward our acts. ™ Our action 
may bring about others' actions and reactions. i 
In our everyday life, we have plans that are governed by our 
pragmatic interests. When some unknown, problematic situation blocks 
our present intentions and plans, that situation or problem becomes 
relevant to us. Recognizing the situation asa problem requires inter- 
pretation. Instead of proceeding with our plans, we must then concen- 
trate on solving the problem with cognitive investigation. If the problem 
can be explained by the common knowledge available to us, we can act 
| 19 


on the problem and resume working. If not, we have to continue to 


solve the problem at hand. 


THE PROBLEMATIC. The first salient aspect that emerges from 


our analysis is that illness is problematic for the individual, since it 


interrupts the accustomed daily experience of health. | Illness has various 
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problematic aspects. Ina problematic situation, there is a disjunction | 


of one's knowledge and experience. 


1) Témporally, something that has been and ceases ‘to be, or something 
that’ has not been and now appears, is problematic: 

2) In the realm of experience, the problematic occurs that wie is 
usual or accustomed has been altered. There may be biological involve- 
ment ~i.e., a sense perception of unaccustomed feelings and signals : 


that have not been felt before and are now evident. One's mobility may 


be circumscribed. This biological problematic as pect is experienced nh 


asa paramount reality. 


3) The problematic may mean that one's pursuit of goals is interrupted. 


Interruptions of daily activities or social roles’ are in the 


pursuit of one's pragmatic interests. 


4) From the outside perspective, a problematic situation occurs when 


. the individual lacks adjustment between himself and his world. ” 


5) The unfamiliar and unknown are problematic. Knowledge about the 


novel experience is not yet defined. “There is doubt about what has hap- 


pened, what should have been done, and what to do thereafter. Doubt is 
accompanied by feelings of uneasiness and irritation. roe 

Doubt are feelings introduced about i is believed habitually. 

And at such time, inquiry is initiated. , pm 
Doubt is experienced as uncertainty and anxiety over the unknown, the 
future, and the uncontrolled: The problematic in knowing is question- 
ing what the reality is, ' The experience of knowledge is not an exper- : 
ience of concrete physical reality, i.e., knowledge is not cdperianced | 
as a paramount reality. Sometimes the reality is not clearly distinguish- 
able. One has to go through a process of inquiry, or interpretation, to 
arrive at a definition of the situation. Thinking, a process of reflecting, ; 
is instrumental to action. ‘Dewey calls exploratory thinking deferred 


action. 


The intellectual phase of mental action is identical with an 
indirect mode of response, one whose purpose is to locate 


‘ 


the nature of trouble and form an idea of how it may be 
dealt with - so that operations may be directed i in view of 
an intended solution. 23 


6) One encounters the problematic not i aly in the realnr of _—e but. 
also in that of acting. - The problem of indeterminate action stems 
from an undefined situation in which no alternative has been decided 

upon. The methods may all be within reach; all approaches seem 
possible. 

| " What leads to the problematic in either knowledge or action is the 


2 
existence of po's sibilities and counte rpossibilities. In the realm of _ 


\ knowing, reality A and reality B may both be possible. When it.comes 
to acting, approach C and approach D may both be possible alternatives. 
Possibilities counter possibilities in the problematic situation carry 

7 equal weight. Until possibilities are projected into predictive consum- ied 
matory acts and are selected as plans for action, the problem remains. 

In the taken-for- granted world, things and events are not prob- 
lematic. They follow a habitual path, When the habitual is dis rupted, 
one needs to seek a solution to the problematic. - From the data we see 
that the problematic in the area of knowledge is solved by defining the 

7 reality with others: checking illness explanations with other laymen 

or with asclescionsia. The possibilities for action are selected by 

_ using referents from one's own or others’ experience, or experts! 
recommendation . When one of the possibilities is defined as the 

Option, one gains of certainty and stability. Stability is the 
contingency with which one can proceed with a plan of action. | 

The consequence of our experience of the pro lematic is un- 
certainty. In the face of problematic, the outcome of one's action ‘te | 

-.,4nsure, unpredictable, and possibly unpleasant, with no warrant of 

success. The outcome of the action is in suspense. Dewey says: 


The natural tendency of man is to do something at once; 
there is with suspense, and lust for 
action. 


The uncertain the motive for action. 
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The risky character that pervades a situation as a whole 

is translated into an object of inquiry’that locates what the 
trouble is, arid hence facilitates projection of methods and 
means of dealing with it. Only after expertness has been 
gained in special fields of inquiry does the mind set out 

at once from problems: even then in novel cases, there is 
a preliminary period of groping through a situation which 
is characterized throughout by confusion, instead of pre- 
senting a clear-cut problem of 


| ‘Gaining knowledge, one gains a measure of certainty. ‘The process of 


“thinking Teads. to the attainment of knowledge. 


- 
Thinking is the actual transition from the probleitatic to 
the secure, as far as that is intentionally guided. 


-When one, through explanation, obtains knowledge, one experiences a 


degree of security. | 


Knowledge is the mode of experience that put in our hands 
the key to controlling our other dealings with yee 
objects. ... 


When one knows the situation, or understands the phenomenon, one's 
- direct experience falls into order. Thus one-has a degree of control. 


’ With this control comes more active control. One gains certainty not 


only through knowing but also through acting. When the act is con- 


summated, there will be no more uncertainty about the outcome of the 


act. One now knows the outcome. One may or may not be satisfied 


with the consequences. ‘If action resolves the problem, it is well and 
good. If not, the knowledge of the situation may not represent the 


reality, and one again experiences uncertainty. 


THE CONCRETE REALITY. The second salient aspect Jerived 


from the analysis of knowing and acting is the attention given to con- 


_creteness. It is a quality of experience: experiencing certainty, being 


sure of the perceived reality. Concreteness is experienced in various — 
contexts: in the everyday world; during physical experience; when 
confronted with the problematic; during the process of reducing the 
problem, i. e., knowing to noting: and when experiencing the outcome 


of the ‘ae, 
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Our everyday world exists for us as concrete reality; it is unques - 


tioned and taken for granted. We know that it transcends time. We 


a have to reckon with the eye. inescapable part of daily life: our 
é survival through time and space. _Indeed, when there is a disjunction 
of this paramount reality, we know that the problematic is real and 


concrete too. 


We may learn about the problematic through our bodily experiences, 


as in illness. We may perceive the physical properties of change in 


fi ourselves, or exte rnal objects may alter the habitual, which ‘in turn | 
: alters our taken- for- -granted world. Again, the experience is concrete, 


demanding our immediate attention. 


“We approach the with thinking: exploring, 
explaining so that the cognitive definition may indeed represent our 


paramount reality. Idea reality is one of the multiple realities but not 


the paipable, inescapable paramount reality. ~One derives a certain 


| pecan and certainty through knowing in order to begin acting. 


The projection of our action is also a cognitive process. Only in 


the process of acting can the concreteness of one's knowledge of the 


ps situation as well as of one's projection be tested. Before testing, they © 


are hypotheses of reality. Experiencing the act in progress -i.e., the 


intentional act which Shutz calls working — one knows that it is going on. 


through one 's participation and manipulation. Bodily participation 
through space with physical objects is experienced concretely. Thus 
the experience of the concrete act validates “the uséfulness and the 


"realness'' of the knowledge. that precedes the act. The knowledge 


formula and hypothesis, when tested, becomes knowledge. 


It is part of one's concrete experience. 

Empirical knowledge (one's own experience or others' exper- 
iences; as in living examples), is used as of referent for defining other 
problematic situations. One uses the repeated experience in a typical “ 
fashion to link and explain other situations. One applies the tested 


approaches as options to other problematic situations. That which a 


> 
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person experiences has become a concrete reality for him. 
~The properties of concreteness are its immediacy and imposition. 


One cannot but notice concrete reality; reality imposes itself _ one's 


_ attention. Thus when the problematic is perceived concretely, ‘the 
problem is the relevant concern of the moment. Other aspects of one's 


“everyday life must cease, even if nmapmentarily. When the problem. 


concerns one's self and objects of great import, ‘it becomes a pre- 


occupation which will occupy one's attention. Practical 


needs, like a problematic situation, are felt as immediate, 


THE PRAGMATIC CONTEXT , 
In the substantive description of the data, I described how people 


discover their bodily symptoms. They wonder what is wrong. They 


may not readily attend to the symptoms or the illness explanation. Some 


continue their mundane occupations. ‘They often remedy themselves. 


When they cannot handle the symptoms any longer, they‘consult experts. 


A patient may go around and try the experts out, evaluating and testing . 


whether to stay, always seeking for the consultant who performs the 


_most practical treatment with desirable results. In the previous 


section, the analysis of illness definition and management focused on 


the individual's experiential process: knowing to acting. In the follow- 


ing section, the analysis deaks with defining the illness situation in 


everyday life as it competes with pragmatic interests. This examina- 


tion of illness definition and management in the mundane world is 


phenomenological. There are various conditions in the macrostructure 


the sociocultural Structure, the the microstructure 


(e.g., group structure, personal biography” “% or the temporal structure 


~ (e.g., historic time and unique events) which may all account for the 


way an individual defines his situation. Indeed, a Chinas Americans' 


sociocultural structure (his residence in a Chinese ghetto or his status 


of immigrant) and his particular unique biog raphy may define his illness 
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situation differently from that of another Chinese-American from a. 
different microstructure. In an individual's experience, the socio- | 


cultural or historic structural conditions are all taken for granted, 


Furthermore, in defining and acting in the illness situation, even 
oli iide of the same race may act differently because of different i1i- 
nesses, ‘different circumstances, and differént locations. There are, 


% however, common. parameters for different individuals as they define 


their illness situations in their commonsense world. In this thesis, 
the common denominators are referred to as the PRAGMATIC © 


‘CONTEXT: 


Simply put, the pragmatic context derives from these observations: 


1) Among the areas of interest in life, the pragmatic interest is our 
prime concern. 


2) People's attention is directed to the problematic. situation at band.” 


The problematic may involve different situations of interest. 
3) How the individual will act is based on the relevance of his interest 


for that moment. | 


@ 


INTEREST. In our everyday living, we are exposed to multiple 


objects and events in our surroundings. Not everything arouses our - 


attention and interest. James notes in psychological terms: ~-_ 


One of the most extraordinary facts of life is that although 
we are besieged every moment by impressions from our | ee, 
whole sensory surface, we notice so small a part of them. 
The sum total of our impressions never enters into our 
experience, consciously so called, which runs through this 
sum total as a tiny rill through a broad flowery mead. Yet 
the physical impressions which do not:count are there as 
much as those which do, and affect our sense organs just 
as energetically. >! | 


Interest as experienced by the individual is that which one is 


conscious of, and is the focus of one's attention. 


What we are in is what sticks in our conscious - 
ness; everything else we get rid of as quickly as we can. 
What inerente us are the ends which the movement is to 
attain. 3 
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James reflects that = 


| ness. 


the interesting is a title which covers not: only the pleasant 
=: and the painful, but also the morbidly fascinating, the 
tediously haunting, and even the simply habitual. What 
we-attent-to and what- interests- us are synonomous. owe si 


{ 


in instinct, in emotion, in common ideo-motor isin in 

- hypnotic suggestion, in morbid impulsion, and in voluntas 
invita, the impelling idea is simply the one ‘watch ee 
the at attention. 


has an that "compels attention and:dominates conscious - 


Interest, attention, and relevance are all terms we use for our 
experiences we are conscious of. 3 ‘ | y 


- Our conscious life shows ‘an indefinite number of different 
planes, ranging from the plane of action on one extreme 
to the plane of dream on the other. Fach plane of action 
is characterized by a specific tension of consciousness, the 
plane of action _ the highest, that of dream the lowest 
degree of tension. 3 


ATTENTION is the focus of inner consciousness on outer objects and 


events, whereas interest is outer objects and events that are impressed 
upon one's consciousness. - Attention is selected perception of objects 


and events of interest. The perception of outer objects and events is 


inte rpreted and evaluated as interesting and meaningful. The sum of 


the inner evaluation and interpretation of outer events and objects is 


experienced as relevance. 


Types of attention. James elaborates the varieties of attention | 


to be sensorial, intellectual, immediate, derived, passive and involun- 
tary, active and voluntary. dae His dialectic, analytic categories are 
body: mind; active: passive; voluntary: involuntary; intrinsic: extrin- 
sic. He makes no spatial and temporal distinctions. The types of. 
attention will be further clarified in the later section on the bisiiealiee 


of relevance. 
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at The property of interest is its immediacy and impelling nature. Interest 


Boundaries of attention. “Attention is the tension of our stream of 


consciousness. _ Consciousness is our inner experience that has the. | 
qualities of being continuous: of changing focus frequently, and. of some- 
times alternating focus. ei James notes that 


consciousness is always interested more in one part of its 
objects than another, it welcomes and rejects, or chooses, 


all the while it thinks. ... We find it quite impossible to 
| _ disperse our attention impartially. over a number of 
impressions. 


We select the focus to ‘attend to. Our attention therefore is limited to 


both time and scope. We cannot attend to past, present, and future at 


once. Neither can we attend to many objects and events at one time. 
Thus it is that we must select what interest: to focus our attention upon. 
We. screen out and ignore many things we consider irrelevant. | 
/ _ Because of the boundaries of our attention, our acts are based on 
a limited set of knowledge and information. In our everyday life, we 
_ take for granted many aspects of life interesting to us." When we act, 
we manipulate a limited number of options or variables. The attention 
boundary does not allow for multivariate deliberation. Much common \ 
sense knowledge, condensed from experiences, is taken for granted as 
‘our acting becomes routinized. Freidson reports that physicians deal 
ae ‘with the mundane reality of diagnosis and treatment based on a familiar 
set of variables or experience. ” Laymen manipulate a few variables — 
at a time in their trying-out processes. They multiply their actions by 
serially trying out. a 
The problematic and the level of attention. A problematic situation 


claims our attention and imposes on us in such a way that we need to act 


on it. Not all interests are problematic, and therefore do not all occupy 
the same level of attention. The problematic, however, arouses our 


‘attention so that we direct toward the unfamiliar what Schutz calls a 


consciousness of the highest level of tension. 


: Intensity of attention. A level of tension denotes the intensity RES: 


experience. The intensity may be of an intellectual nature, when one 
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concentrates on knowing and thinking. It may be of a physical nature, 
when one is ‘involved in acting or in solving a problem. It may ‘be 
| emotional, when one is feeling anxious over a currently unknown and 
unsolved probleni: or joyous, when one has solved a problem. Tension. 
of corisciousness in the problematic situation is proportionate to how 
readily a problem can be solved. It is dependent upon how much one _ 
knows about the problem and how long it-takes to attain a solution. ; 

| ‘The time and scope boundaries of attention vary in problematic 
situations to which one is intensely attentive. | 
1) Rational and thinking: In an unfamiliar, puzzling problematic situa - 


tion, one may extend one's time in search for knowledge. One concen- 


trates on investigation for a prolonged period of time, or recurrently. 
One dwells on the puzzling situation, defining the situation before 
acting. _ The scope of attention covers different subjects serially. 
One focuses one's attention on rational thinking. Such is the case 
when one begins to inqui re about theories of illness, causation before 
one sees the result of action, Attention is on intense thinking. © 
2) Anxious and thinking; When one is confronted with problematic 
- situations and one's repeated attempts to define the problem have 
been unsuccessful (e.g., one can't find a plausible theory of illness 
causation), one's interest in the problematic is high. one’s attention 
on the problem may not be durable, but it is nonetheless intense. A 
| high tension of consiousness is experienced alongside of one's emotional — 
intensity. Anxiety over the unclear definition of the situation and over 
unknown future action causes an intermittent focus of attention on the 
problem. This occurs when one is diagnosed as a ''nervous case." 
This definition is and unsatisfactory. 
3) Anxious and not thinking: One's attention to the problem cannot be 
sustained due toa high level of anxiety. Rational thinking is discontinued. 
One acts on the problem just to act. The action is not based on knowl- 


edge but on hope. The attention to the problematic is intense, but-the= 


intensity is caused by emotional insecurity and energetic acting with ° 
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little intellectual exercise. Such is the case of one who gets desperate . 


in acute episodes of chronic illness. The problematic is fraught with 


promises of discomfort and life threats, and is unpredictable as té the 


NA 


time of attack and the outcome of any solution. 


RELEVANCE. The co oc of interest and the s election of 


attention,are based on the relevance an individual ascribes to an object, 
event and action. Natanson says, 


In all motivation, choice, projection, phantasying and 
decision there is the force which drives the actionand , 
expresses the vitality of the actor. I suggest that the 
identification and comprehension of that nisus of con- 

| sciousness would be the solution to, the source of relevance. 


Systems of relevance. The individual's isiter pretation of relevance 


is based on interrelated variables. In his experience, the variables are 


perceived as systems of relevance. Indeed, some relevancies are so 


| incorporated in one's hai that they are taken for granted. For pur- 


poses of analysis, we can say that.the individual, within himself, 


defines his ideas of relevance according to spatial, es scat : 


_ lative, perceptual, or goal- directed characteristics. 


inner relevance. The zones of decreasing relevance that Schutz 


_ by space, manipulative quality, niitinines. and knowledge. 


First we have a part of the world that is ‘within our. reach. ' 
It can be observed by us and to some extent can be altered 
by our actions. In order to operate successfully in this 
sphere of primary relevance, we nave to understand its 
structure. 

Second, there are shes areas ‘that provide the condi- 
tions under and the means by which we must work at 
gaining our goals in the sphere of primary relevance. 

. We cannot dominate these fields; we have merely to be 
_ familiar with the possibilities they hold. 
Next, there are the regions of the relatively irrelevant 
_ that for the present have no connection with our immediate 
interests. These are taken for granted insofar as they do 
_. not change or upset the more relevant sectors. 


UMI 


Finally, certain fields are absolutely irrelevant because 
we believe that no change in therh could possibly effect our 
purpose at hand. . 


.. Schutz emphasises that these relevance zones are not to 
be seen as divided by. boundaries. Rather, the various 
regions interpenetrate and create a caeecachinate of transitional . 
areas. 42 


‘Schutz further discugses relevance in relation to knowledge. We sce 
are motivated and select actions by what interests us in a particular 
time and situation. The interest serves to define our situation in light 
of our purpose. at hand. Motivational relevance works ina situation 
where our knowledge is sufficient. Ina situation where elements are ) 

“new, one has to know more about it, and the situation becomes relevant. 
| for questioning. It is nota situation that can be taken for granted: One 
| becomes a potential problem solver. Problem solving has gained 


* ascendency over one's previous interests. Schutz calls the attention 


given to the problematic situation thematic relevance. If the knowledge 
we search for does not adequately define the situation, we need to 
gather further knowledge for interpretation. The relevance of further 
gearch for knowledge is an ‘interpretational relevance. 
_. One sorts. out one's knowledge into zones of decreasing relevance 
to deal with a problem in everyday life. Primary and the secondary: 
zones of relevance are bases for action. So is motivational relevance. | 
Thematic and interpretational relevance affect knowledge, which pre- 
James alludes to relevance in his discussion of stream of con-. , 
sciousness, and points out to the perceptual characteristics of rele- 
vance. + There are physical objects that are perceived as "'true,'' 
unlike objects that have a ''symbolic quality,'' whence their relevance 
is derived. The intellectual, abstract, and aesthetic are jeiibadie, 
and are perceived as \perbpective. ‘The relevance of physical, con- 


crete, or ''true"' is easily perceived. The. symbolic is selectively per-_ 


ceived. The theoretical analysis of data in this chapter bears out 


| ( 
264 
+ 
5 
¢ 
a 


265". 


| Ja es' delineation. The concreteness of the physical world, perceived 
by an actor as the paramount reality, is more relevant than the sym- 
bolic reality derived from the physical objects of language. 


Inner relevance is also determined by time and goal orientation. 


: Action is ‘meaningful when the goal is desirable. Indeed, relevance 


must precede goal orientation. One's goal, however, renders future 
action relevant. One is interested in the future completed act and the 
projected consequences. ‘ ne in the future is thus related to the 
relevance of working. Relevance in the present is the relevance of the 


paramount reality. It is the relevance of here and now: _ present, con- 


crete, and within reach. It is a relevance related to Schutz's primary 
relevance. Time is a reality imposed on us which we cannot escape. 


Outer relevance. From the view of the actor, there are rele- 


vances that come from the outside and enter into his decision on 

_ relevance. The system of relevance that Schutz distinguishes deals — 
with the actor's choice among objects and events. There are two | | 
systems of relevances: the imposed and the intrinsic. 


If we decide to undertake a certain project, we become > 
bound to a system of relevances intrinsic to that project. 
However, it remains true that we may at any time choose ‘ 
to shift our interest to a new project with a different set 
of intrinsic relevances. Imposed relevances are those 
we have no possibility of choosing. Their imposition 
derives from such events as are involved in the human 
condition (such as Heidegger's thrownness), in one's 
physical condition (disease, race), and soon. These 
relevances remain somewhat unclear to us, partly as 
a result of their being imposed. 


The imposed relevance becomes "impinging,'' a ah dee in 
which we have no choice, and which is at once close at hand and 


within reach. Biological events can be impinging as a paramount 


reality that is perceived concretely and experienced intensely. Con- 
temporaries who share our time and Space in a face-to-face encounter 


can be impinging. They may come upon us when we have no skill to 


' disengage from them. We are forced to define the situation. As in the 
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illness situation, sharing the problematic with another leads to further 


_ aes up. and linking of knowledge, which one uses for projected action. 


Schutz also speaks of an outer domain of relevance, from rele- 
vance structures which differ from group to group. 


Schutz differentiates existential from voluntary groups. 
In the first case, the individual member is born into a 
social heritage that involves a preformulated system of 
relevanceés and typifications. However, with voluntary 
groups that one chooses to join, the relevance struc- 
tures are not yet fully formed. There is a dynamic 
element involved here in that members must work 
together toward arriving at a common definition of the 
situation. Nearly every group has some form of _ 
relevance structure from a marriage toa business 
enterprise,. from a club to a nation to Western culture. 


The relevance structures from one '§ existential group and volun- 
tary group may interact in a dynamic interchange. The dialectic 
relevance may show that one relevance structure is more ‘meaningful 
at one time, while the other emerges to take the lead later. ~ People 


in bicultu ral situations may change their relevance structures, leaning 


_to one or the other depending on their cultural context. Sociopolitical 


events and trends may condition a shift in relevance structure. In the 


Chinese-American case, youths who have been highly educated and 


Westernized become interested in the traditional culture ‘during a time | 


when minority groups are searching for their identities. Chinese 
health professional students become interested in herbal medicine and 


acupuncture. 


4 Practical relevance. One's primary relevance is determined by 


the intersection of one's various relevances: inner and outer, imposed 
and voluntary, within FORCH, ‘manipulative, changeable, impinging. 
What is the pattern of selection and outcome? From the data of this 
study and other cross-cultural studies discussed in early chapters, 

we see the actors' choice to be centered on the pragmatic. That which 


is relevant is the identifiable solution to the problematic, while the 


solution answers to the day-to-day problems of living. 


: 
| 


_Natanson selects a philosophical basis for the source of. relevance, 


relevance to be grounded in the phenomenology of inner-time 


consciousness. He- ‘quotes Schutz: 


% 


The whole system of relevances which governs us within 
| e. the natural attitude is founded upon the basic experience 
‘ : of each of us: I know that I shall die and I fear to die. a 
_ This basic experience we suggest calling the fundamental 
anxiety. It is the anticipation from which all. 
others originate. 4 


As an observed of in life, I find that the con- 


scious effort of our action is based on our attention toward the neces-_ 
‘sities of daily living. Schutz, commenting on Bergson, writes, : 


Attention 4 la vie, attention to life, is therefore the basic 
regulative principle or our conscious life. It defines the .. 
realm of our world which is relevant to us; it articulates f 
our continuously flowing stream of thought; it determines 
‘the span and future of our memory; it makes us —in our 
language — either live within our present experienges, 
directed toward their objects, or turn back in reflective 
attitude to our poet experiences and ask for their meaning. 


Pragmatic relevance is derived from pragtnatic interegt. The 
properties of pragmatic relevance can be described from two points of 


view: assumed and articulated. 


Assumed relevance may be as Natanson says, the fundamental 
anxiety; or, as I prefer to interpret its interest in life. The properties 
of pragmatic relevance are: 1) it is self- centered, 2) it is grounded | 
in routine tasks, and 3) it is directed to the purpose of living. 

1) Self- centeredness: One's main interest in living is in the 


survival of oneself — biologically, socioculturally, and economically. 


Practical interests lead to one's actions to procure security and well- 
being. The scope of practical relevance revolves around the within- - 
‘reach, concentric circle of self. | 

2) Routine tasks: The arena of one's activity is within the world 


of everyday living. The relevance of daily tasks is that they are the 


expressions, or existential units, so to speak, of one's life. The 
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ultimate pragmatic relevance is in 1 living. The relevance of routine 


tasks is part of the habitual, daily interest which one takes for granted 
as one performs the activities of living. The relevance is expressed 
in one's airmen of daily tasks. Many of these tasks are performed 


automatically. Their es relevance stands out when something 


problematic takes place. 
3) Purpose of living: One turns attention to the problematic, 

which interrupts one's routine. The goal is to reduce the problem. 

Attention is shifted from routine tasks to specific problems momen- 


tarily. The pragmatic interest remains the of 


Articulated laine is subsumed under the ultimate interest in 


survival... The properties of articulated relevance are: 1) functionality, 
2) problem reduction, and 3) reality orientation. 
1) Functionality: Usefulness is the intended goal of many actions. 


Our acting is a means to anend. In this study, "something that works" 


is an often repeated phrase that expresses patients' articulated relevance. 


They want something that is functional, useful, and hopefully fast, 
and economical. If tiine and cost are high, at least the 
‘come should be useful, practical. 

2) Problem reduction: This is a property of a wanna goal 
between total usefulness and total failure. One speaks of settling for 
a lesser degree of usefulness. 3 | 

3) Reality orientation: This is an attitude implying practical 
relevance. It refers to a recognition of the odds. Our ceniatnmns te 
everyday life toward working is defined. Itis not ‘sine to insist 
upon differing from concrete reality with a projected fantiey if dicuine 

The above properties are interrelated. - They may be viewed as 
zones of decreasing idealistic relevance, as opposed to the relevance 


of concrete.reality. They all refer to being ''practical.'' Practical 


relevance directs that our goal be practical, our action be practical, 


and the evaluation of action also be practical. 
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MODEL OF THE PRAGMATIC CONTEXT. From the actor's ~ 


perspective, the conditions under which one is apt to choose to act 


can be concluded with this model of the pragmatic context. 

: 1) In the world of everyday living, which the actor shares with 

others, there are many objects and events that are unquestioned and ; 

taken for granted. The world, as-it exists from the actor's view, is | 

a preconceived world. | 
2) This everyday world contains events and cobieces that are stable, 

known, and familiar as well as perilous, ‘unknown, and unfamiliar. 


When one faces situations al are indeterminate or problematic, one 


experiences an urge to act on the problem. 


3) Among the ihteveste of daily life, or - among problematic 
situations, one notices ‘those objects and cians that are: 
- a) perceived as concreté (one knows for sure they exist); 
happening here and now; 


_ c) felt as impinging (a relevance that is. | imposed, concrete, 
and within reach); 


d) intriguiging and exciting to the mind. 
ote rn ii we choose to act is ultimately related to our practical 
interests in life. As we act, we survey the situation, selecting the 
most useful and efficient method, and f_ovelneding. the completed act by 


its outcome. 
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ings in our projected acts. 
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‘ll. "An action is conscious in the sense that before we carry it out, 
we have a picture in our mind of what we are going todo. This is . 
_ the 'projected act.' Then as we do proceed to action, we are either 
continuously holding the picture before our inner eye (retention), 
or we are from time to time recalling it to mind (reproduction). "' 
The evidence in our experience about the mode of presentation 
of this conscious action ''differs according to whether (1) the act 
is still in the 'pure project' stage, (2) the action as such has begun 
and the act is on its way to fulfillment, or (3) the act has been . 
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‘Schutz, A. 1970. On Phenomenology and Social Relations, Edited 
. by H. R Wagner.. Chicago: University of Chicago,.pp. 129-130. 


Shutz's analytic categories of an act are. time and consciousness. 
Mead, being a social behaviorist, highlights the relationship 
between the organism anu the environment in the stage of acting. 
The act begins with the contact experience through the organism's 
_ perception, which will establish reality. The ongoing act takes 
_. place through the organism's manipulating ‘objects through space. 
Before acting, the attitude of the manipulatory response directs _ 
~ the approach of the act. Physical objects are the means for one 
to move toward the consummation of an act. In the consummation ney 
evaluation takes place. Mead delineates” the stages of act 
as stages of impulse, of perception, of manipulation, ‘and of 


Mead, G. H. (1972. The of the Rdited by C. W. 
Morris. Chicago: University of Chicago Press, pp. 3-25. 


12. It is a cognitive process. Dewey calls it intellectual thinking which 
results in goal-directed action. 
"The intellectual phase of mental action is identical with an 
indirect mode of response, one whose purpose is to locate the 
nature of the trouble and form an idea of how it may be dealt 
with - go that operations may be directed in view of an intended 
solution."' 


Dewey, J. 1960. The Quest New Yor G. P. 
Putnam's Sons, p. 227. 


James calle reasoning the ''ability to deal with novel data''— 
which a machine cannot do. He shows us how we select and re- 

combine attributes of experience, a course 
"important for our interest.'' 


James, W. 1961. Psychology. Edited by Gordon Alport New 
York: Harper and Brothers, p.. xvii. 


13. Schutz, A. 1962. Collected ES pp. 207- 229. Edited by. 
Maurice Natanson. The ‘Martinus — 


14. Ibid, p. 227. 


15. "Philosophers have frequently described this phenomenon as.the 
receptivity of the ego, and psychologists have analyzed it under 
the heading of attention. "' 


Ibid, p. 79. 
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Ibid, p. 227. 
Ibid, p. 223. 


Fora lucid analysis of meaning derived from inte action, see Schutz, 


Ibid, pp. 219-221. 


19. 


_ relevance (imposed versus voluntary). Motivational relevance is 


20. 


21. 


22. 


23. 


24. 


25. 


26. 


‘Mead, G. H. 1972, The Philosophy of the Act. Edited by C. W. 


eines delineates three kinds of relevance besides the system of 


the pragmatic relevance that gui@es our action in everyday life. 
Thematic relevance's central theme is on the problematic. Inter- 
pretational relevance recognizes the problem but> requires. further 
interpretation. 


Schutz, A. 1966. Collected ae Il. Edited by Aron Gurwitsch. 


The Hague: Martinus Nijhoff. 


Consult the chapter on ''Some Structures of the Life chats '' pp. 


116- 132. 


Morris. Chicago: University of Chicago Press, p. 6. 


"Doubt is not usually hesitancy about what is to be done then and 


there. It is anticipated hesitancy about what I shall do hereafter...."' 


Pierce speaks of doubt in projected action. He refers to doubt 
also as initiating inquiry, i.e., doubt in knowing. © ae 


Mills, C. W. 1966. Sociology and Pragmatiam, Edited by L L. 
Horowitz. New York: Oxford University Press, pp. 155-157. 


Dewey, J. 1960. The Quest for Certainty. New York: G. P. 
Putnam's Sons, p. 223. 

Ibid, p. 226. 
For a clear elaboration, consult Schutz, where he 1) expounds on 


the problematic in knowledge: doubt and questioning, and 2) the 
problematic. in action: choosing among objects within reach, and 
choosing among projects. 


Schutz, A. 1962. Collected Papers I. Edited by Maurice Natanson. 
The Hague: Martinus Nijhoff, pp. 77-85. 


Ibid, pp. 79-84. 


Dewey, J. 1960. The The Quest for Certainty. New York: G. P. 
Putnam's Sons, p. Se 
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Heeren, J. 1970. ‘ VAlfred Schutz and the of Common- 
Sense Knowledge.'' In Jack Douglas (ed) everyesy 
Life, pp. 45-51. Aldine, 47. 


The is mine. 


Semmes, -W. 1961; Psychology. Edited by ( Gordon Allport. New 
| York: Harper and Brothers, p. 83: 


32. Ibid, p. 287. 


33. Ibid, p. 315. 
34. Ibid. 
35. Ibid. i 


36. The underlining is mine. It is Schutz's interpretation of Bergson's 
- theory. Schutz himself uses wide- -awakeness to denote the nie 
tension of consciousness. | 


Schutz, A. 1962. Collected Papers I.. Edited by Maurice Natanson. 
The Hague: Martinus p. 212. | 


37. James W. 1961. Psychology.” “Edited by Gordon Allport. New 
York: Harper and Brothers, p. 87. 


"38. Ibid, p. 19 
39. Ibid, p. 37. 


40. Freidson,. F. 1961. Patients' View of Medical Practice. New 
York: Russell Sage Foundation, p. 176. 


41. Natanson, M. 1968. "Alfred Schutz on Social mntiadae and Social 
Science." Social Research, 35: 2: 217- 244, 


Heeren, J. 1970. ‘Alfred Schutz and the ome or of Common- 
Sense Knowledge."' In Jack Douglas (ed) Understanding Everyday 
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CHAPTER NINE” 


CONCLUSION AND IMPLICATIONS 


The substantive theory generated from this study on Chinese- 
American illness behavior is focused on the conscious, cogmitiv ro- 
cesses by which individuals. symbolically interpret their illness 
experiences. The data are analyzed from the actors' point of view and . 
the analytic categories borrow the words and idea's of their language 

and articulated pelevance: The processes of picking up and linking to 
the illness situation lead to a consequential illness causal explanation. 
Sympiograction is oriented toward a reduction in and eradication of _ 
symptoms. Actions in the trying out processes are taken and evaluated 
in practical terms. Moving a step further.in theoretical. analysis (the 
observer' of the actors’ phenomenological views), we see that 
illness explanation isa process of. knowing for the purpose of defining 
. the problematic. The process of symptom action is a series of actions 
# aimed at problem eaiving. The actors are interested, attentive, and 


concerned with phenomena that are problematic and concrete. These 


phenomena are the core variables in the processes from knowing to 
acting. Illness explanation and symptom action take place in poopie: s 
mundane lives. They do not remedy or consult a healer for- ‘every 
symptom that they come across in daily living. They act on a their symp- 
toms when they become problematic. They handle illness ina pragmatic 
| manner. The conditions for acting are the ones that they face and 
select for action in their everyday lives. I refer to these conditions as 
the pragmatic context, because people's attentions are turned toward 


that which impinges upon them ‘here and now, as well as on the prob- 


lematic. They select to act upon these impinging situations before all 


others. The solution to their problems must be useful to their practical r 
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as pracmatic context with conceptual. framework that relate to people’ - 


frame of reference. The salution must lead to a resumption of their 
accustomed activities in everyday lite. _ The theoretical propositions 
generated from this study differ from existing theories in that they are 
focused on the phenomenological and the commonsense reality. | | 

| The discussion in this chapter will involve: 1) theoretical com- 


parisons of the explanatory processes, symptom-action processes ‘and 


illness definition and management; | 2) issues in bicultural health’ care, ~ 
i.e., similarities or differences in health care of culturally disparate ; 


groups. versus we with a shared culture; and 3) implications for 


health care practice. 


“THEORETICAL COMPARISONS 


There are many conceptual frameworks that explain illness be- 


havior. Depending on the analysts’ theoretical perspectives, ‘the focuses 


- of- these frameworks differ. The analytic focus of this Chinese-Amefican 


study is on the symbolic action that takes. place within the individual, and 
therefore it differs from those analyses that focus on interaction, ; role 
definition, ‘ the manifest or latent function of the interaction of individuals 
with the social system, . or the structural model. ' There are occasional 


overlaps but, by and large, these focuses are too different from mine to 


be relevant for comparisons here. I have selected the posoerree model . 


and the stress model, discussed in Chapter One, for comparison. | 


THE PERCEPTUAL MODEL. King says that. perception consists 


| of the broad cognitive processes involved in perceiving stimuli. . He 


delineates the various types of stimuli that can be perceived differently 


according to people's physiological conditions, psychogenic needs, 


patterns of defense mechanisms, beliefs, attitudes, and values that are 
derived from their culture (folkways and mores) or subculture (social 
class and ethnicity). Perceptions are influenced by the interaction of 


these variable Ss. we 


Fl 
| 
| 


UMI 


There is variation among individuals in the way each per- 
ceives the same situation, especially one that-involves, _ 
social interaction, where ambiguity of the stimuli is high 

..each pe rson has his own idea of reality, each person ‘ | ; 
sees things differently out of his own 'private world.’ 3 


King discusses the sociscultaral conditions ‘under which beliefs, 
attitudes, and values are formed. People perceive differentially accord- 
ing to their existing beliefs and attitudes, which they have accrued 


through their expe riences. My analysis highlights the interpretive : ro 


processes, and the importance of socially derived meanings. The 

picking- -up process is the conscious and rational aspect: of perceiving. 

Linking is a process of connecting and associating information about 

external objects and events with internal ene King focuses on 

the sociapsychological aspect of perception and — for grammed the 


symbolic, cognitive processes. 


‘The. picking - up and linking processes, “like perception, take place 
“ in everyday living. ~ When. the illness condition has not been defined, nor: 
| its cause discovered, the is characterized by un- . 
certainty and anxiety. When the meaning of. illness is interpreted as 
undesirable and inherently risky, action must be taken. 
King notes that perception may be physiological, but influenced 


by psychological or Sociocultural variables. He differentiates the 


sources and preconditions that account for perceptual differences. 


The diffe rences exist before illness takes place. I too differentiate the 
sources and preconditions of the sick person's problem under similar 
categories, i.e., biological, cognitive, affective, and social. My focus ve 


is on the time during the illness situation. The ecope of the problematic 


concern may be biological (discomfort or dysfunction), cognitive 
(ambiguous causal theory and solution), affective (anxiety over the un- . 
known and uncontrolled), or social (disruption in victa roles or impu- 


tation of social deviance). The sick person expresses his problematic 


concern frequently only in cognitive terms —i.e., he just needs to know 
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~the real cause. In the practitioner - patient interaction, he expects the 


‘practitioner also occurs in folk medicine. Shiloh reports: | 
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practitioner to alleviate all problematic concerns, “which ey include 
biological, affective, and social problems. 
In this Chinese-American study, it is seen that the sick search 


for illness causation in their definition of illness. They experience a 


‘sense of certainty and control over the illness situation when they know 


the causation. The knowledge of causation becomes the basis for their 
remedies. Explanation is an interpretation of external reality, necessary 
to control the perilous and unknown. Explanation has a function for 
Chinese-Americans similar to its function for other peoples. For 
example, the sick in preliterate societies base their explanations on 
magic and their remedies on rituals. ‘Supernatural causation functions 
as a known entity to interpret and control illness. Evene- Pritchard says: 


Magic filled a gap left by lack of knowledge in man's 
pragmatic pursuits. | 


In eee rituals dictated by magic, “the magician aims at 


controlling impersonal supernatural f forces held responsible 
for the succession of events. 


In primitive medicine, “people knew. of no ans causation but the super- 


natural. There is certainty in this ready explanation about the illness 


experience. The search for illness explanation by both patient and 


Within their terms af. reference, the patient and his family . 
search their thoughts and actions to ascertain how this 
misforturfe could have occured or by whom it could have 
been effected; while the practitioner, on the basis of their 
statements and the patient's sesseieibiid formulates his 
Giagnosis and treatment. ‘ 


Illness explanation functions as a potential control over ree illness 

situation, whether it is in primitive medicine, folk, medicine, or bi- 

cultural medicine. | | 
King differentiates the systems of beliefs, attitudes, and values” 


about diseases into scientific medicine, primitive medicine, and folk 
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medicine. = Each system provides a frame of reference for diagnosis } 
and treatment. In the developing countries, behavioral scientists report 
that people combine the use of scientific medicine with folk medicine. és 


This dual use is also found in ‘San Francisco Chinatown. The illness 


behavior of my respondents manifests a cultural change, and their 
explanatory thinking is characte rized by a cultural blending. They mesh 
scientific concepts with folk ideas. The combination is idiosyncratic, 
; but it provides a logical base as well as ‘images which they can act upon. ° 
King illustrates that differential perceptions of physicians and | | 
patients may lead to strained interagtion. Their disparate psychogenic 
needs, cultural backgrounds, social classes, and ethnic memberships 
lead to different perceptions and reactions. A communication barrier 
resulting from the ‘“n of jargon increases the clash of perspectives. 
_ The findings in this study concur with King's propositions. vie _ My focus 
is on the actor’ ~ experience, which includes perception and interpreted 


relevance. Patient and practitioner’ are each concerned with their own 


pragmatic contexts. What is impinging upon the patient is his all- 
consuming illness problem, while the practitioner encounters illness 
routinely, and may be more concerned with organizational work or 


personal life situations. 


THE STRESS MODEL. The concept of social stress is that the 


environment is a stressful agent that acts as an insult against the organ- 
ism, leading to a stress reaction and disease. Mechanic divides social 
stress into stress situations and stress responses. Stress siguations | 
are ‘conditions and events. in which people may be potentially threatened. 
Stress responses are the individual's reactions to stressful situations: 
16. 

tension, uncertainty, anxiety, and fear. Stress situations are pre- 
conditions that may produce stress responses in people. This general 


concept must be modified by the w way individuals adapt to strese situations. 


In Chinese-American illness behavior, not all symptoms and ill- 


nesses are remedied and treated by consultants. When the illness situa- 
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tion is defined as problematic, pecple act and seek help. The ecological 
conditions of the majority of respondents in Chinatown are stress situa- 
— As in Hinkle's findings, people — ~ ill seek help when they 
perceive the stres sful situation as stress. an When their own coping 
strategies have not produced practical results, they seek professional 
help. Kasa and Robertson explain that the anxiety response to stress 

leads people to act and get rid of the undesirable illness. 

Help- seeking behavior has been generally characterized thus: ° 
the symptomatic person discovers the unusual signs and symptoms, 
tries to dose himself first, asks around for more clues, then seeks - 
professional help. There are many who ‘continually expe rience discom- 
fort and dysfunction but have adapted to the problem. Zola finds that 


the decision to seek medical aid was based on a break 
in the accommodation of the symptoms, that in the vast 
majority of situations, an individual did not seek aid at 
his physically sickest period. We do not mean that 
symptoms were not important. What we mean is that 
they function as a sort of constant and that when the - 
decision to seek medical aid was maiwe, the physical . 
symptoms alone were not suffici nt prompt this 


This phenomenological study delineates some of the processes that the» 
sick go through in seeking help. The meanings of illness which they 
perceive and interpret include categories of risks. A projection of 
potential risks, i.e., the perception of illness as a stress or threat, 

| beines people to act. Chinese-American patients find these conditions 
to be problematic: 1) When the cause of the illness is unclear:“* 

2). when there are.potential risks of dy sfunction ifthe illness.is not. - 


21 
treated; 3) when illness conditions and treatment are considered 


undesirable and inconvenient. 
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ISSUES IN BICULTURAL HEALTH CARE 
There are many ethnographic studies that report on illness be- 
- havior in different cultures. - The variations in illness perception, 
| causal explanation, and curing strategies are outstanding; they are all 
- the more pronounced where Western scientific medicine has been intro-' 
duced. Indigenous medicine and scientific medicine treat the same . 


problem but attack it from very different "realities. "The same prob- 

_ lem can be perceived interpreted asa “different by each 
system. Referents for interpretation are drawn from professional 3 

_ ideologies and personal world views, which vary from culture to culture. 
When we examine the illness norms, beliefs, oud attitudes in a cultural 

a or ethnic group exposed to bicultural influences, we find that their | 


cultural knowledge has incorporated something from both worlds. 


. Specifically, people's illness explanations and sense of potential risks 


(or undesirable conditions) reveal their uncertainties, fears, and 
anxieties or, on the other hand, their strong convictions and values. 
Each culture has a unique system of beliefs. The traditional - 
Chinese-American health and illness folk beliefs are described in ~ 
Chapter Four. The extent of people's beliefs depends on their con- 
tinuous cultural exposure. Many second- and third-generation Chinese- 
Americans, removed from the reservoir of cultural influence in China- 
town, are not familiar with and do not practice {raditiesal Chinese folk 
me medicine. When people who are socialized into folk medicine in China 
come to Chinatown, their external cultural exposure is limited if they 
_ continue to speak Chinese and practice Chinese customs. They per- 
\—petuate Chinese folk medical practices. This type of person is more 
likely to demonstrate a clash of perspectives with Western medicine. 
Ethnographers have observed unanimously that people in bi-- 


cultural health care systems seek treatment pragmatically 


The villager is a pragmatist, not caring who is right but 
- ready to use the method which seems to him to work, 
or to try both. 
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People deal with medical treatment snbivickiy, i.e., they follow 
methods that have been observed to work. Practical results supersede 
beliefs in a certain cultural framework. When people can see for them- 
selves a particular treatment modality that wokks, a conflict in explana- 
tion or logic is not worth arguing over. We can thus conclude from 
cross-cultural studies that a preference for pragmatic results in tréat- 
‘ment is universal. The trying-out process takes place when there are 
no known .curing-methods. Where there is an accumulation of successful 
healing approaches, it means people have taken note and. identified the 
type of illness and corresponding successful treatment method or r type 
of healer. : | 

The paradigm of the pragmatic context is developed iron the data. 
of the trying-out processes. The weighing of alternatives is character- 
istic of medical cultures that offer different options. People in medical . 
systems that do not offer a variety of options will nevertheless — for 
‘new options when their illness continues to remain problematic. Ad- 
vanced scientific medicine that cannot offer practical results has no 
functional. value for the sick. They will look for other options, e.g., 
faith healers, “indigenous practitioners ofa different culture, or quacks. 

A theoretical examination of multiple consultation shows that 
people who act pragmatically wit seek multiple options as a problem- 
ectving strategy regardless of their dominant medical system orienta- 
tion. Laymen evaluate’ medical options on the basis of practicality 
through a testing of efficacy: Whether the social system provides 
multiple options or not, people will seek alternatives, even though the 
options are not socially or legally sanctioned. Legal sanction is based 
on scientific evaluation as well as on professional competition. How- 
ever, legitimacy is not the patient's pragmatic concern. 

Issues in bicultural health care and for that matter in scientific 
health care are strategic rather than academic. What are the effects of 


laymen' 8 pragmatic management of illness? Will organized medicine 
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recognize that the patient consumer will seek multiple consultation, 


considering scientific medicine one of the options? ill government =~ 


control agencies take the initiative 0 : raise the professional standards 


of the various medical and nonmedical o s to safeguard consumers’ 


health? Many countries with bicultural medic 1 systems have attempted | 
to grapple with modernizing health care. Efforts to suppress folk med- 
ical practitioners have not been successful.” The basis of a lay 
oo ae referral system is free enterprise. How can government-backed pro- 
fessional, modern, scientific medicine deal with people's multiple 
The People's Republic of China is the only country that has sanc- | 
tioned a bicultural health care system for political and economic 
expediency, and for cultural savaretion: Traditional and Western 
medicine have been integrated by the government into a two-tract 
medical system. Research on traditional medicine provides scientific 


proof of the validity of age- - old wisdom. 


J Scientific medicine, _which deals ‘mainly Wl biological deviance, 
must begin to deal with people's problems of social deviance. Practi- 
tioners must begin to treat the various problematic aspects of illness 
_—i.e., help patients to cope with their stress sonnennse. Others 

must make a frontal attack on stress - producing situations as a means 
of preventive health care. However, as long as the multiple options 


exist in the social structure, the pragmatist patient will employ them. 


IMPLICATIONS FOR HEALTH CARE PRACTICE 


The axiom for nursing care is to communicate and plan for care 
beninaing at the ' 'patients' level.'' This level means the patient's socio- 
cultural, socioeconomic, maturational psychological, and current 


situational status. In phenomenological terms, health care must focus 


on patients' relevance: what they are currently oat concerned with. 


This current concern can be strictly medical, or if\can be non-medical 
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— such as a future plan that is potentially disrupted by illness. Again, 
it may be a change in self-appraisal due to illness. Patients experience 
“hy the ebb and flow of various concerns in different circumstances. 

When we look at nursing Practice, we see that its visible arena _ 
has been in institutions, where nurses are accustomed to deal with 
patients' medical or pathological problems. ~ Technical nursing care 
continues to receive extensive coverage | in nursing literature. wr But 

there isa lag in nursing,care for patients! sociopsychological or cultural 
iin” Whether the illness is acute or chronic, patients are con- 
* cerned with their immediate experiences. Health gare must be sensi- 
— tized to patients’ expectations about the outcome of health services. 
| | It needs to answer patients' assumed as well as articulated needs so 
that the outcome ¢an sae interpreted by them as desirable and expe riansed 
‘Goes more and more on patients’ ‘coping with illness in their eve ryday 
I hove addressed mraen, to health care in general. My suggestions 7 
be patient care are appropriate for the rapist- client interactions, espec- 
ially in the area of assessment and care planning. Furthermore, my 
suggestions for nurses are applicable to other health professionals\as 
well. I have discussed how the clash of perspectives between therapist 
and client is problematic to both. Now I will suggest how an analysis of 


the patients’ pragmatic context can provide a way to reduce the clash. 


DIFFERENTIAL DEFINITIONS OF SITUATIONS. Saunders ob-— 


serves that people's perception of and reaction to illness and suffering 
differ in different cultures. Their concept of disease causation has 

real consequences: they will act according to n.P Western shvnictens 
who began to practice in China many years ago had complaints similar 


to those of modern physicians about Chinese Seniente.”° The physicians 


felt that the patients had been ''messed up" by other healers, and would 


seek physicians’ help as a last resort. A Chinese physician, Dr. Chuan, 
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decided to treat an opium smoker's dyspepsia according to the patient's 


image of illness: that the opium smoke and ashes accumulating in his. 
stomach and intestines had caused Kis loss of appetite. He feared death 


from starvation. The patient had seen many other doctors who had ; 


disregarded his theory of causation. Dr. Chuan gave him some white 


powder to cure the disease by eradicating ''the root of the evil." He 
gave the potion, ees to the patient’ s request, to gradually purge 
him of. smoke and ushes. When ene patient obse rved what he construed 
to be opium soot in his stool, he dnae he was well. His appetite ‘— es 
turned. we Other doctors had treated him for his. stomach problem 
according to their own perspectives; but sane patient recovered only when 


a doctor treated him according to his own logic. Balint's observation 


, about English patients who go to general practitioners. indicates a sim- 


ilar sociopsychological response. Physicians who insist that patients 


about their views in diagnosis and treatment soon find patiehts drifting | 
to other practitioness. — ' What happens when there is a clash of per- 


spectives between nurse practitioners and patients? In an institutional 


; setting, whe re patients are a captive population, the clash is expressed 


by patients who are dissatisfied with the staff, and by nurse ‘practitioners 
who blame uncooperative patients. In a community health setting, | 
patients who disagree with the sadiiei’ perspective or exigencies of pre- 
ventive care do not follow counseling and often choose to discontinue 


contact. 


NURSING PERSPECTIVES. It is appropriate that we examine _ 


nursing perspectives. Is there a builtin safeguard against a patient- 


nurse clash of perspectives? 


The frame of reference for professidnal nursing is from the . 
physical and behavioral sciences. In the recent two decades, there -has 
been an emergent theoretical framework that merits a closer look. 
There is a general goal in nursing a | to reduce the clash of per- 


spectives. Some theoretical premises of nursing perspectives are: 
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1) Theories should be useful for practice. _ Proponents of nursing 
practice stress that the nursing frame of reference should provide 


_theoretical knowledge and rules for carrying it out. me Walker calls ~ 
the knowledgé for practice 'praxiology."” > It must guide action and 
meet the ultimate test of usefulness for nursing eractica.”” Dickoff 

. and James propose that practice theories be ''situation- producing 
| 7 theories, ts prescribe activities for practitioners, and enable them te 
i shape reality in a desired direction. 
2) Nursing practice is conceptualized as “nursing process.’ 
Orlando, one of the earliest proponents of nursing process, sees that 


nursing is focused on the process of care in an immediate 
experience. It is concerned with providing direct assistance ; 
to | to individuals in whatever setting they are found for the 
: : purpose of avoiding, relieving, diminishing or curing the : 
individual's sense of helplessness. 


Travelbee adds the context of an process, wherein the 


nurse 


assists an individual, family, and community to prevent 
cee or cope with the experience of illness and es and, 
if necessary, to find meaning in the experiences. 


Nursing. process is ongoing: it changes from situation to situation. 
Ideally, the injunction to seek and validate information would offer a 
safeguard against a clash of perspectives. | | 

3) The nursing theoretical framework is drawn from the physical 


: and behavioral, sciences. There are many focuses: physiological, 
psychological, sociological, cultural, and ecological. 4, 
One comprehensive framework is based on man's adapting his illness 
coping to the environment. *” Orem proposes that there is a universal 
self care: daily living and personal hygiene to maintain life and well- 
‘being. When one is sick, minor ox major revisions of self-care may 
have to be made. Nursing directly or indirectly contributes to "thera- 


peutic self care'' and helps patients to regain their healthy ase 


Young and Newman use the stress-stressor relationship to conceptualize » 
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_ patients' illness reactions. They orient nursing diagnosis not only | 
physiologically amd psychologically, but socioculturally and develop- 

mentally as we.” | Hadley's comprehensive model integrates the 
stress model with the social structure and the temporal process of | 
patient symptom detection to entry to a health care sytem. 

4) The nursing process is operationalized ina decision model.”” 
‘Whether it isa diagnosis, assessment, or intervention, a nursing act 
involves professional judgment. Chater describes the decision pro- 
,cesses ofa professional nurse: 


A nurse decision or a judgment.must be made in a setting 
where the objectivity of nursing science dictates while at | —_/ 
the same time, the human experience calls for subjectivity. 
Nursing intervention is the outcome of a decision-making 
process where nursing science and nursing art have come 
together inthe clinical act. The outcome isa prescrip- | 
| a | tion or plan of care for an individual client. ° : 


The crux of successful nursing practice lies in nur sing interven- 
‘tions that are meaning and Satisfactory to the. Patient. inter-. 
ventions cannot be "helpful" if patients do not perceive them as helpful. 
The findings of this study show that patients’ relevance lies in the prag- 
matic context. The first order of nursing assessment is not only to 
assess the patient as the nurse observes him or her to be, but more 


importantly, to understand the problematic as the patient experiences it. 


The nurse, guided by her frame of refe rence, “may correctly identify 

the patient's illness problem. But if the identified problematic aspect 

does not happen to coincide with the patient's cognitive configuration, « ‘ 
vue it will be perceived by the patient as a clash of perspective. In actual 

a. nursing assessment of patients’ needs has generally assumed 

that the patients' concerns are what the nurse observes them to be: 

this is not necessarily a patient validated observation. Nursing practice 

is not systematized to the degree that nurses always consider the patients’ 


relevance. From the findings of this study, I conclude that a pheno- 


menological inventory of patients' needs according to their own evalua- 
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tion must be at the foundation of quality nursing care. I would like to 
draw on insights obtained from cross-cultural studies to support 
this inference. 

HEALTH CARE CONSIDERA®IONS BASED ON CROSS-CULTURAL 
FINDINGS. Anthropologists who have done fieldwork in medical agencies 


to facilitate technological aid to developing countries have gathered ample 
evidence related to bicultural health care. Their recommendations i 
usually stored in the repository of scientific journals rather than being 

applied in practice. As health care practitioners, we would do wellto ‘ 
draw on their insights. » The following discussion will be in two areas: 

1) bicultural premises as a knowledge base for practice, ‘and f 


2) bicultural health care strategies derived —- previous experiences. 


- BICULTURAL PREMISES. There are anthropological observa- 


_ tions that can be basic considerations for designing bnadek care strategies. 
1) Paul ‘postulates that 


people born into a particular society are condititned and 
molded by the custom that comprise the cultural eisai i 
that society. 51 


\ 


Medicine is part ofa ‘euteurs. 2? In many cultures, medicine is not a 

separate and differentiated institution: healer may combine medicine, 

religion, and magic. What is medically relevant'' is culturally R 
determined. Theories of illness are derived from cultural buticte: 

2) Whee’ anouhs encounter problematic situations in illness, they | 
consult the known and follow their familiar knowledge. This is a pat- 
tern that we follow in our everyday living. We use existing knowledge, 
if any, to detine-and solve our problems. Saunders observes that given : 
the options of Western and indigenous medicine, people will do "'some- 
thing that is familiar rather than different and Pe es In preliterate 


societies, people continue to act on familiar and proved knowledge. 


Primitive medicine contains a storehouse of empirical 
knowledge. Embedded in its variegated corpus of tech- 
niques, procedures and beliefs are many pragmatic 
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approaches, comparative tests and effective tréatments 
for the restoration and maintenance of well being in the 

7 human organism. 55 


‘ 


3) When scientific medicine is introduced to a native culture, 
the contact initiates a cultural change. Ina bicultural health care 
system, the scientific medical perspective can be gradually accepted 

the natives'.own terms. Cultural change comes about by people 


selecting alte rnatives. 


When a new element is offered to any society, full 
acceptance is always preceded by a period of trial. 
During this period, both the new trait and the old trait 
with which it is competing become alternatives within 
the total culture complex. ‘They are presented to 
individuals as different means to the —_ end. 


When Western culture is introduced, its healing method is put on trial 
as an alternate. There gradually evolves a body of empirical ee 
_about curing approaches. People discover that certain illnesses are | 
effectively cured by Western medicine, whereas others can only be 
cured by indigenous medicine. ad A Western healing amethod that has 


been on trial as an alternative becomes universal treatnient method 
when it is proved efficacious. There remain a number of illnesses with 
no known universal 8 oma subject these illnesses to alternate 

The Navajos attitude towards Western medicine is not 
unlike their response to other new ideas and techniques 
with which they have come in contact.’ Thus, in his 
curing behavior, if one sing is unsuccessful he will 
keep on trying others until he hits upon one that works. 
ae : Scientific medicine is but one of a long series of alter- 


nate means of curing that have been narrowed from 
other people. 


As Linton points out, alternatives are different means to the same end. 
~The alternatives are selected, not because of how they fit the theory of 
causation, but for their practical outcome. 


It may be argued that the germ theory is equally abstract 
and foreign to Navajo thought. ...the Navajo are a very 
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practical-minded people. The way in which resulfs 
are obtained has less interest for the Navajo than the 
fact that certain means bring desired ends.~’. : 


In cultural change there is an increase in knowledge and perspectives 


that can be used as the basis for action. New perspectives increase 


the ways of defining a situation. New treatment methods also increase 


possibilities and counterpossibilities in knowing and in ways one can act. 


The phenomenon of increased possibilities can be noted among both © 


Navajos and Chinese-Americans. They act on the possibilities one by 
one, looking for one alternative that works. : | 

4) In planned change, i.e., the introduction of Western medicine 
to a native culture, one must try to avoid the clash of perspectives that | 
is inherent in a bicultural situation. _ Anthropologists advise health pro- 


fessionals that the change can best come about when it is effected with 
60 | 


‘BICULTURAL HEALTH CARE STRATEGIES. Technical assist- 


ance (i.e., the introduction of Western medicine to other cultures) ''can-. 


not be applied in a sociocultural win. Some suggestions for 


strategies are: 


1) In order not to clash witha native culture, it is best not to 


destroy its customs and values, but to build on existing familiar values. 


\ 
It will not be necessary, nor desirable, to try to do away 


with Navajo religion. ... people and practitioners will 
have to come to recognize the difference between the 

sort of illness that needs hospital care at once and those 
they can care for at home, and to learn how to use their 
resources to produce better health. This education will 
probably be most effective if it is built upon already 3 
existent beliefs and practices, rather than introduced 

as totally new and different factors which have nothing to 
to with 'old ways' of people.62 


2) Paul suggests in a similar fashion that the donor culture 
capitalize on ‘any parallels between scientific medical practices and 


folk itihuncivn Some people will accept ''science in the guise 
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of magic." | The new culture, given a familiar native cultural form, — 
can be interpreted according to accustomed meanings and values. The 
reinterpreted cultural form retains the original cultural function. - 
3) Building on parallel or familiar cultural knowledge requires 
that one first have a rr knowledge ” one’ s own culture and ae 


of those one intends to change. 


There must be constant awareness on the part of those 
planning change of their own culture or subculture, its 


values, structure, predelections and biases. 
In changing, the change agent is changed. | ee 


4 


The culture of both donor and the recipient society must 

_be conceived as undergoing constant change. ... Change is 
due to the interchange that takes place when any two > 
societies are in contact. 


-4) To plan for change in a society, the "innovation must meet a ~ 
felt need of the recipient society." The recipient must participate in. 
the decision making and change." One can hypothesize that felt need 
is something that is problematic: something the natives want to solve. 

A felt need can be related to the pragmatic interest of living. Pragmatic 
interest in everyday living is often taken for sonnneds it must be identi-. 
fied. If planned change is not something that the natives are currently 
interested in, or if it is not currently erubiewmatic, the natives will not - 
participate in efforts to change. | 

Some specific tactics recommended by those experiences in bi- 
cultural health care are: 

1) Be fully aware of your own value orientation and bias vis h vis” 
the patient's values and fears. You cannot just assume you understand 
both pe rspectives. 

2) Be watchful that communication between worker and patient 
is open; keep informed of the clashing or meshing views of client 


and therapist. 


3) Further improve communication through a dialogue with healers 


of different orientations. (The Western medicine workers on the Navajo 
wee 
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' - reservation made specific attempts to socialize with the medicine man. 
You can gain a’ clearer view, of what othér healers do, and at the same 
time obtain cooperation in patient care from indigenous practitioners. 

NURSING STRATEGIES: TRANSLATING 
THEORIES INTO ACTION 
Although I differentiate the illness behavior of Chinese+-Am ricans 
from that’ of other patients, iS maintain that the basic social processes . 
of explanatory thinking and symptomeaction ina pragmatic context are 
‘univereal. Only the Chinese American medical struéture and the tradi- 
tional concepts of health and illness manifested in illness causal orem 
tions and remedies are particular to this ethnic group. When we review - 
the cross- cultural studies of bicultural health care, we see that anthro-_ 
pologists suggest there is ongoing cultural change in the contact of 
Western with indigenous medicine. Scientific medicine can bring about 
effective change when comparable concepts in both cultures can be:capi- © 
talized on. Any change must be relevant to the natives. They act on 
symptoms and evaluate curing measures ina pragmatic context. By 
translating the theoretical propositions of this Chinese-American study ; 

and other cross-cultural studies in the literature we can come up with 

suggestions for potential nursing actions in general health care, and 

particularly in health services for ethnic or subcultural groups is F 
patients. To design nursing strategies that are sensitive to patients’ 
world views and pragmatic context, we must (1) identify nursing 
knowledge; (2) conceptualize the important principles of the pragmatic/ 

context; (3) define nursing goals and okjectives; and (4) design nursing 


tactics. 


NURSING KNOWLEDGE. Nursing knowledge consists of general 
knowledge that offers a degree of behavioral predictability, and specific 


knowledge, individualized information needed to make nursing diagnosis. 


We obtain such specific knowledge from particular persons and situations. 
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What a patient perceives as concrete reality is bebevaak: the 
phy.sical world in which he moves and works every day, the tasks he 
_ performs to sustain his daily living, and objects and events that be-. 
come problematic to him. iiness is relevant, as it is problematic and 
perceived as concrete. There is a generally predictable pattern of — 
response in problematic situations: people want to be able to control 
the problematic. They want to know ‘what may happen, to have a sense 
“of certainty about how to take action, to have some idea ss option for 
 fature control if the present plan of action should fail. 
| When there are two different medical orientations, there are . 
separate meres ideologies. " The Same symptom is perceived and 
interpreted as two different phenomena. Neither can override the other 
easily. The medicat orientation of a society is intimately bound up with 
its philosophical, moral, political, ‘economical, social, cultural, and 
| technological development. | A change must come about gradually. 
‘Change. is facilitated by — on comparable — in both 
cultures. 
Planned change will be facilitated when it involves a perceived ; 
need of the people to be changed. In the case of illness, a change toward 
wellness is desired. . Individuals are willing to try a new option for the 
purpose of symptom eradication. 5 
Specific nursing information about the patients’ may 
change pa situation to situation. The degree of culturally linked 
thinking also differs with individuals. These are areas that need indi-| 


vidualized assessment. 


: ; THE IMPORTANT PRINCIPLES OF THE PRAGMATIC CON- 
TEXT.» What do we ieee about the patient's order of importance? _ We 
know (1) that he perceives those that are important to his health care 
in a concrete manner; (2) that he perceives that actions are directed to 


assist control of his illness situation; (3) that what he expects as the © 


outcome of health services. is important to him; (4) that it is possible 
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to effect cultural change (a-change of outlook and order of importance) 
when the change causes minimal-disruption of important beliefs; (5) that \ 
the relevant outcome (problem solution) must be perceived as functional 


and useful to him. 


NURSING GOALS AND OBJECTIVES. The principles which 


become the nurse's repertoire must be projected into action. To fulfill 
the goal of nursing intervention tailored to the patients’ relevance and 
cultural sensitivity, the practitioner will need to: | 

, 1) Translate patient relevance through role taking. - The practi- 
tioner must put herself into the patient's role and status to understand 
what is meaningful and inpatient to the patient. That means that the 
practitioner will conceptually operationalize the. patient’ s general need 


for concreteness, and his need to control the problematic. The practi- | 


tioner will then design intervention that is concretizing and helpful for 


KS ‘controlling the patient's problem. The patient may thus perceive the 
: , intervention as concrete and being controlled. 
if 2) Obtain specific information from each patient to determine 
what is his relevant concern, his problematic situation, his particular. 
illness explanation, and his cultural concept 2 cmevete and illness. A 
phenomenological inventory coupled with an ethnic survey will help the 
- practitioner to get an idea of the patient's representation of his concern. 
In a previous discussion, the patient's problematic areas were | 
delineated as biological (symptom experience), cognitive (symptom | 
. interpretation), emotional (possession or a lack of sense of certainty 
and control), and social (disruption in daily life caused by dysfunction | 
and distress). Different areas can be problematic for the patient at 
different times, or all at once. Whichever aspect becomes problematic, 
it is concrete and relevant for the patient. Patients see the biological 
problematic area as the reason for consulting an expert.,. But dias | 
expect to obtain infomation about causal theory that will solve their 


sociopsychological problems as well. ‘Patients take for granted and 
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usually do not identify these associated sociopsychological problems. 
They expect sclvtions to them once the symptom is eradicated. They 

refer to the sociopsychological problematic area as the ' ‘practical side" 
of illness. Practical problems are encounte red in daily living. It is 
the practitioners who categorize them as " sociopsychological conse- 
quences" of illness. | | 

Practitioners have indeed addressed themselves to patients’ 

"practical problems." Field discusses the sociopaychological and 
economical shiaatpc of prolonged illness which. must be dealt with. What | 
illness means to the patient, what the paticit's emotional and social: 
demands are, the various impositions from illness, all must be part 
and parcel of ' ‘comprehensive care" of the Wolfer dis- 
cusses the et Sspects of nursing care for surgical patients. He 


says nursing care has two broad orientations: 


task-oriented, technical - -physical care oh the one y hand and » 
person-oriented expressive- supportive care on the other. 


_ The immediate postsurgery concern is with recovery, which is related 
to the physical aspect. But there is a whole set of patient peychosocial 
needs, over and above the physiological reactions to disease that sxiae 
as a canenenes of hospitalization and treatment. Welfare care, in 

‘ response to. the patient's psychosocial needs, is expressive, supportive, 
and instructive. Wolf stresses that the weiie of welfare care 


intend to help the patient feel 'cared for', 'secure', — 
'hopeful', 'confident', 'comprehending', 'knowledgeagle', 

and minimize 'fear', 'anxiety', ‘uncertainty’, 'despair', 
'confusion', 'loneliness' and ‘isolation’. 


| Nursing diagnosis that includes the patient's relevance and nursing 
<= intervention that tends to the patient's practical problems will, in the 
patient's estimation, solve his problem. In an acute episode, the | 
patient's concerns (aside from the symptom, its interpretation, and ° 
meanings) involve adaptation to the immediate environment, or the 


"cultural shock" of hospitalisation: The practical needs of the patient 


change as the time and space varies: prolonged illness brings the 
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problem of daily management of his dysfunction; there are sociopsycho- 
logical and economical consequences at home and work that he must 
contend with. a the practitioner begins definition of the patient’ S prob- 7 
lem from the patient's relevance,’ the problem will adjust to the variation © 
of the patient's time and space. Whether the illness is acute or chronic 
illness, the practitioner will be cued into problem solving with the 
patient's focal concerne in mind. Wooldridge concurs, and stresses 

that nursing intervention must diagnose and méet. a patient's “ettuations 


ally needs'' over and above the ' '' pathologically oriented needs." 


NURSING TACTICS: ‘DIAGNOSIS. ‘Tactics in nursing. diagnosis 
ese include making a pakient phenomenological inventory and, if appropriate, . 


a cultural invento ry. 


> 


Phenomenological inventory: Based on the various weston reports 


in this study, a phenomenological inventory includes these basic cate- 
| gories:- the biophy siological, ‘cognitive, affective, and social areas that 
patients find problematic. | 
Biophysical domain. What is ‘the distress, location, 


duration, and severity of the unfamiliar symptoms? ‘This is an inven- 


tory traditionally done in medical history. 


Cognitive domain. What do the symptoms mean? The empirical 


cognitive configuration is important data. What is'the causation and the 
body imagery of the illness? Have icenhinimuces and friends had 
similar experiences and-advised what to do? Has the patient had past 
| experience with similar distress? What is.the. patient! s self- -conception 
of health (always weak, or mostly healthy)? 
Affective domain. What’ does the patient find worrisome? People | 
tend not to use expressive terms to desc ribe emotions. There are other 
indices ree thet-iefply affect in addition to observations of nonverbal posture. 


associated with uncertainty. The patient may be 


unsure of iliness causation or of the unpredictable treatment outcome. 


He may be unable to make decisions to cope with the illness situation. 
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| (2) “Concern associated with risk. The patient may be concerned 
with dangerous consequences of the illness: what does the treatment 
meéan? Is he concerned with drug side effects, loss of blood, pain, 
poison, inconvenience? Is he concerned with medical cost and his 
ability to meet such liability? | | 

(3) Concern associated with frustration: What are the patient's’ 
past experiences with consultation? What is the extent of other remedies 
tried and found ineffective? _ | | 

Social domain. How does the patient find the immediate environ- 
ment: familiar or unfamiliar? How does the patient pass time in the 
new environment if he is haqspitalized? What are tie illness consequences? 
Can the patient cope with his responsibilities at home and at work? Does’ 
the patient find any repercussion on family close ties due to the disrup- 

nee tion in his daily life? Are there people who can help if he cannot pro- 

In the medical nursing tradition, we are accustomed to asking 
patients about their experience of junctures ce: symptoms and actions 
related to critical conditions. What finally brought the patient to see a. 
doctor for the first time? Questions like this uncover the patient's con- ~ 
cern about physical symptoms and social disability. As experts, we 
hardly ever ask laymen about he illness causation or its meaning. | But 
if we begin to ask what the patient thinks is the matter, we can get to 
his realm of relevance. The empirical cogetetve configuration of illness, 

“4 the various types of risks involved, and the uncertainties with the un- | 
fariiliar and unpredictable are the patient's focal concern in the illness 
situation. | 


¢ 


Cultural or ethnic inventory: This inventory parallels the pheno- 


menological inventory. Cultural information relates to the patient's 


knowledge and experience ina specific ethnic or racial group. The 


investigative categories include the symbolic system, the folk medical 


| experience, and the social structural assessment. The inventory's 
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purpose is assess. the of cultural values, jad 
that may act as the patient's in-order-to motives. , 
» Symbolic sy stern. What is the usual spoken language? What is 
the indigenous ‘cultural concept of the body, health, and illness? This ~ 
information may come out, as in the case of Chinese- Americans, when 
the patient gives his initial definition of the illness. If the ee 
is familiar with the patient's culture, he’ may use the patient’ s image to 
explain illness causation. 
Folk medical experience. A patient who does not have contact 
with those who speak the native language and practice traditional customs 
will not have picked up knowledge about folk medicine. Hes not likely 
to use traditional remedies. What is the patient's previous experience 
with indigenous medicine? Do his parents still use herbs? Did the 
"patient use hesbe in childhood days? 
Social structural assessment. What is the patient's family context: 
} do close relatives know any particular remedies good for'' certain ill- 
nesses? What is the healing context? If the patient wants to use herbs © 
or other forms of medicine, will he know ware to get them? Ave there 


medical options within the community? 


NURSING TAC TICS: INTERVENTION. , 
Concretizing tactics:..To facilitate’ the patient's concretized 
ception, practitioners need 6 communicate in expressions and syntax 
familiar to him. The practitioner should give a clear explanation of the 
illness causation and treatment logic. | 
. *"Symbolic transfer. Patients, as laymen, tend to express bodily 
symptoms and problems in experiential terme. A patient from another 
ethnic group will have a language deficit. A patient frdm a lower social 
class may not be accustomed to symbolic communication. Patients may 
thus find reporting an effort. The-practitioner, on the other hand, needs 


to decode medical concepts to vernacular Geecriptions and then to exper- 


iential terms. Speaking in experiential terms makes the patient feel that 
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the practitioner really knows how the patienk feels inside. 
When a patient has no illness body imagery, it is appropriate for ' 
the practitioner to use imagery from everyday life to describe the ili- . 
ness processes in the wis As the patient becomes more familiar with . 
the immediate environment, the practitioner can introduce the scientific 
body imagery of physiology and anatomy. . Using diagrams, models, and 
the patient's or nurse's body as a life model to show body structure and 
processes help concretize tee listings. _ The better thé patient can associate 
visible body ith invisible.dody structure and processes, the more | 
; a When a medical concept is tndernilier to the patient, 
the use of an everyday image or parallel concept can‘help him to under- 
; stand. The principle of symbolic transfer is also applicable in transfer 
to ethnic or other cultural symbols. | ag ae | 
Sinologists have noted that foreign missionaries in China_in ney 
past attempted to express Western concepts through existing familiar 
jetens.” By choosing parallel and familiar concepts for a conceptual 
_ transfer one enhances the natives' acceptance. | For instance, when 
teaching preventive medicine, we can on the 
Chinese concept of supplement (poa Af ), and on their, Pree fora 
long life with abundance of Hay ( gL ), Blood (se. a and sexual potency. 
| _ Where naming is not well developed, people may not have a word 
to represenf certain experiences. > The lack of pain ‘expression among 
the Navajo is bawed on their lack of pain baurdan’. Practitioners dealing 
with ethnic eseuine that have a lack of communication tools have to max- 
imize assumptions. They need to anticipate unspoken needs or complaints. 
Asians are sterotyped as wei When patients seem to be verbally 
inexpressive, through a lack either of English vocabulary or in their 
pate Sein or through preconditioning by socializatian, practi- 
tioners need to observe particularly the nonverbal cues of distress. A 


lack of articulation of the problematic does not mean nothing is prob- 


| lematic. 
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Enhancing a sense of certainty. ring the initial illness defini- 
tion period and later when symptoms come pernicious and disruptive, 
patients are prone to lose their certainty. The vacillating cognitive 
representation of illness causation makes it difficult for them to pro-- 
ject future action. The practitioner, as dnother interactant, can assist 
in the definition of situation by confirming an existing notion or offering 
another tangible frame of reference. The process of discussing illness 
causation with patients helps their -sense-of-certainty through consen- 
sual validation. | | | 
When patients need their progress, they usually do it 
subjectively—i.e., in either body experience or practical terms. Prac- 
titioners can offer other observations: biological signs, or descriptions 
of feelings that patients can use as efidesis. | 
Concretizing intervention. Explaining the purpose and srecudure 
4 of intervention provides a patient with the logic of nursing action and 
‘A with some predictability about future procedure. A patient feels more 
secure when he sees actions directed to control his condition. When 
the ractitioner explains the goal of nursing intervention, the patient 
can mprehend the therapeutic motive. The patient will thus be able 
to appropriate the logic as his own. When the procedure is known, 
future action becomes predictable. eit 
| Interestingly, ‘folk medicine is articulated in such a way that one 
knows exactly the enone of the action. Frequently, this purpose is an 
-unelaborated "It's good for you.'' For example, one is not to eat fish oe 
while taking medicine: fish ''neutralizes'' the medicinal effectiweness. 
But a special fish, prepared in a certain way, is believed to ' promote 
healing'' during convalescence. The consequence of an action becomes 
the reason for the action. In everyday life, we do things according to 
their designated purposes. 
It is important to select’methods of intervention that are visible 


to the patient. The concreteness of the intervention helps patients:to 
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better judge the effects. Thus they may interpret. signs and signals as 
ee results. Patients judge the nurse by the visible interven- | 


“tion she pe rforms. 


-. Tactics that enhance sense of control: Patients are concerned 


with immediate experiences. Unknown, unpredictable illness situations 
are ee by a feeling of uneasiness. Patients want to have 

‘ “Gieurance of what will happen or what can be done the next moment. 
Technical nursing care, the administration of drugs or the carrying out 
of procedures involving mechanical apparatus, is visible. Patients 
understand such concrete measures. Patients expect a diminution of 


what the itiness” is and how action can be taken. Patients feela Saale 
of control when illness consequences become problematic. Nursing 
intervention may thus include: (1) concretizing illness causation, 


(2) offering options, (3) assisting in deciding on options, (4) assisting 


4% evaluating options, and (5). assisting in keeping options open. 
 Goncretizing illness causation was discussed in the section on 

enhancing patients’ sense of certainty. Offering options means widen- | 
ing patients' alternatives for action. Practitioners should point ond | 
‘different categories of resources patients can tap. | Sometimes patients 

possess the resources and are not aware of ther. The 
merely highlights the resource. The nurse can show patients how to 

look for resources within the family, the social network within reach, 

and the a Having access to information about many patients, | 
the practitioner can facilitate social contact between pationte with similar 
illness experiences. Some respondents in this study found inspiring 
living examples and followed their example... Having someone witha 
similar experience allows patients to problem solve together. The 


‘successful empirical solution of one patient can be the plan of action for © 


another. For the same reason, a small group of patients with similar. 


situation also means that patients be told 
= 
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‘problems finds support and visible examples for problem solving. 


Assisting a patient to decide options means to teach them problem: 
solving skills. ‘The practitioner can offer a frame of reference that” 
provide patients with rationales for their actions. | The nurse, as an 
observer, | is in a good position to identify which aspect of an illness 
problem is plaguing the patient at the moment. She can identify the 


problem and delineate it, separating his constant ) 


ern for illness 


the patient can better 


causation from other sacabiiso-sckie aspects. 
The solving of a patient's iving problem is 

to hiss, For the institutionalized patient with acute illness, adaptation 

ito the mundane world of hospital life is relevant. = No specific 

and task-oriented option engages the patient's attention. ~ The patient 

is likely to carry out such an option and find it effective. The importance 


of oe attention to patients’ problems of daily living must be defined 


as a primary 


rsing function on the basis of importance to the patients. 
lighted when patients have long-term illnesses. Prob- 
lem solving is management of the erfotional, social, cultural, and 


The issue is 


economic aspects of patients’ daily lives is a potential area for nursing. 
ingenuity. 

Patients with lingering and crippling illnesses are er to try- 
out multiple options on their own. No amount of professional admonition 


will stop them. For them, help in deciding options medns to provide 


: sophisticated medical information. Patients find it- socially embarrassing 


to tell doctors that they have tried out different doctors and remedies. 


If a nurse. suspends judgment on unorthodox medical options, patients 


may discuss their multiple trying-out experiences. The use of non- 


standardized medicine cah be‘hazardous. A nurse, asa paneetge~ | 
able observer, can help patients sort out their motives for trying aii. 


Patients can use suggestions of commonsense judgment to screen out 


_ unsafe effects of unorthodox medicine. This is particularly important 
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illness management style, such as in the case of the Chinese. 


Keeping healing options open in case of long-term, distressing 


illness is important for patients. -Health professionals tend to insist 


on the orthodox medical approach. Patients find such rigidity imprac- 


tical. . Patients need to keep alive their hope that someday the iliness. 


condition will improve. --They-keép trying out options, ‘hoping that a ° 


‘future option may reverse the present trend of failure. To stand by 


and offer criteria for choosing various options, to watch for undesirable 


effects, and to evaluate the impact of patients' remedies is a nontradi- 


al Not’all patients accept the reality of their chronic illness, especially 


"aie the illness presents daily problems. They have to tolerate all the 


undesirable disruptions to accept the illness. For this reason, people ~ 
do all they can to contain the undesirable. They exhaust their options 
before giving up. A practitioner would find it impossible to dissuade - 
such a patient from trying ott multiple options. The patient himself . 
has to determine after different try outs that thé illness reality is in- 
escapable. It is then that a nurse takes oh tie new task of defining the 
illness situation with the patient. Compromise can - introduced in 


daily management. In some cases, the reasons for suffering must be 


E PILOGUE 


This research study began with the in-order-to motive of seeking | 
and providing ‘knowledge about health care for the ethnic population and 
cultural understanding for ethnic health care practitioners. Inthe pro- 
cess of a research, I became aware of two conflicting beliefs common 
among practitioners: "Behavior among different ethnic groups is not 


really different''; and ''An ethnic group is unique and cannot be treated 


: in a medical context where multiple options are available, where medi-. 
| cinal hazards are not researched, and where patients have a trying-out 
: tional nursing rolé, but it is a role that will serve the patients' interest. 
| 
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as all other groups. '' A because motive began to emerge, as I co 
; | municated the research findings, of wanting to contribute to a clarifica- 
tion of universal versus particular characteristics of Chinese- Arne ricesa. 
' : My research findings concur with other cross- cultural research: there 
is a striking universality in man's basic social processes and their 
contingencies. _ There are, “however, remarkable differences in specific 
cultural structures. In this study, I have mainly focused ot one” aspect: 
the influence 2, on the Chinese-American conception of illness. 
To assess the differences that exist. in the patients’ minds, I propose a 
phenomenological route: using their illness explanatory theories and 
ideas of risks. _ These explanations are frequently exereaced in existing —_," 
| culture-linked illness norms and beliefs. In contemporary urban society, 
~ these beliefs and norms are continuously changing. The content of 
| Chapter. four may gradually become obsolete in the United States as 
generations of Chinese- American offspring loose their particular cultural 
_ exposure. ‘Until then, this research poses more questions to be an- 
swered. What are the parallel concepts between scientific and folk 
medicine that need to be identified?- What is the rank order of important 
familiar health beliefs? Are there more variations in cultural beliefs 
oN due to socioeconomic status than to racial or ethnic origin, e. 8. , Chinese 
ancestry? What kind of health care options do Chinese- Americans want 
versus what they currently have? On the cross-cultural level, we find 
that people in bicultural health care structures manage their illness 
_pragmatically: what are the common indices of behavior, besides 
- empirical observation? ‘Are risks a universal concern in illness hae 
| The scope of this research is narrow because of the type of infor-* 
mation required by the study's inane as well as the limited temporal 


and economic resources of the researcher. Froma methodological 


standpoint, one limit of this study is that the population is self-selected 


and therefore the sample is not representative. The findings are not 


UMI 


generalizable. The research is phenomenological, which means that, 


4 
> 


from. the positivistic standpoint, the findings are biased and uncorrobo- 
rated by objective validation. I have explained my reasons for choosing en 
this method. The contribution of qualitative research can be compared 
with that of positivistic research, but it cannot be measured by positivistic 
standards. For instance, phenomenological research is not replicable i " 
even when it is performed by the same researcher, who is in a continual ( 
process of becoming. Kirsch speaks of the social and psychological 
problems in surveys of health and illness:. the disparate results from 
“surveys of physician versus patient diagnosis. He argues for the use-— 
fulness of ''biased'"' — reports when health professionals and 
~~ scientists are willing to am admit the client's views have an inherent 
validity despite their noncorrespondence with professional views. om 
There is another aspect of the grounded theory discovery method 
that I have discovered in retrospect. I entered the field witha desire 
| | to all (It was difficult to a 
on cored subjects.) The inane research process took place after’ 
the process. I arrived. at conclusions from grounded 
data that I then.found validation for in other lite rature; there were other 
aspects not covered inthe literature. Therefore, in regard to objectivity, 
I knew I had not imposed previous research findings and nenvetical 
notions on this research. job in Racing unexpected validation from 
a community of cross- cultural represented on the library 
shelves expres ses the value of scientific honesty. | 
Behavioral scientists have preceded nurse researchers in the area 
of social science. Adams points out that behavioral 
need specialized knowledge in the applied field to be asgful.°° Taylor 
et al. discuss the need for behavioral research to contribute to health 
aKa Wilson note that social scientists have 


accumulated a considerable bank of knowledge about the 
nature of patient-practitioner relationships in modern 


Western society....how the operation and scientific 
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interpretation will occur in y medical practice—if it. 

will at all— is not known. 


Nurses who have been educated first as practitionérs and ‘nity. as 
behaviors! scientists have the same commitment to improve health care . 
through research. _ Abdellah notes that the study of nursing practice 
itself is niaceioe. ‘As applied behavioral scientists, nurse re- 
searchers not only have a responsibility to contribute knowledge to ee 
basic science, but also to translate theoretical propositions into. | 
potential nursing action. _I have addressed myself to the health care 
implications of my research findings. The next step is to test out the 
validity of my inferences. Until strategies and tactics in practice | 


become ''situation-producing,'' they will remain speculations and 


suggestions without predictive value. 
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INTERVIEW GUIDE IN ENGLISH TRANSLATION 
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The interview questions are used as a guide. During the inter- 
view, a broad statement of request is made for the respondent to tell 
about his or her illness experiences. The main story line is 
registered before close questioning for clarification. Certain sym- 
bolic terms used by Chinese-Americans are employed in the ques-_ 
tionnaire. The interviews are conducted in the language the | 


respondents are familiar with, mostly Cantonese. Other dialects 


like Shanghai, Mandarin, ‘and English are used from time to time. The 
question guide is given here intranslation. 


I. ILLNESS DEFINITION AND PRIVATE MANAGEMENT 


1. Illness Experience | | 
~~ A. When did you notice that you felt ''uncomfortable" or 

<= .B. What did you notice? 
' . €.. What did you think it was? (illness méaning and lay 
explanation) | 


D. Were you able to continue your daily tasks? 
(role dysfunction) 7 


2. Remedying 
_A. Did you think of doing anything? 
B. If so, where did you get that idea? 
_C. What happened afterwards? 


3. Detecting Risks 


A. Did you ever think of not doing anything? 
B. What would happen if you did not do anything? 


II. ILLNESS DEFINITION AND MANAGEMENT THROUGH 
INTERACTION OF LAY NETWORK | 


1. Were any of your family members, relatives, or friends 
aware of your discomfort? | 


_ 2. What did they think was the matter with you? 
3. Did they take it to be the same thing as you did? 
4. What did you make of it after you talked to others? 
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5. Did anyone suggest that you do something? Did you follow 
apy 


SYMPTOM LIFE CYCLE 
1. Did your discomfort go away? | 
2. How long did you feel uncomfortable or ''not natural''? 


Recheck risk factor: 


A. Did you ever think of i not eves atiything? — seeing 
adoctor? (risk/f nontreatment) 
-B. Did you think you could stand the discomfort? 
(risk of going 


> >> 


MEDICAL OPTIONS 


1. Juncture of consultation: 


A. When did you decide to see a doctor? 
B. What made you finally go? 


2. What kind of doctor did you go to? 


3. How did you know which doctor to go to? 


. "PROFESSIONAL ILLNESS DEFINITION AND 


1. What did the doctor say about your condition? 
(or Did the doctor say what's. wrong? ) 


A. What did you think he said? 
-B. Did you know that before? 


2. Did he say what caused your condition? 
A. What did you think caused the condition? 


3. Did he tell you what to do? What were they? 
, (tests, medication, operation) What was it? 


4. What happened to after you saw a doctor? 


THE ILL PERSON'S MANAGEMENT: A BICULTURAL 


FUSION OF REMEDIES. 


1. If the doctor told you to do something, how often did you 
follow his instruction? \ 


A. If you didn't follow his instructions, da did you do? — 
2. Where did you learn about your remedy? a 


3. What was it for? How did it work? 
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4. Did you tell the doctor about your remedy? : 


A. Would you recommend the remedy to a friend witha 
similar condition? 


’ 5. If the person had gone to both the indigenous practitioner and 
the physician, check out about the juggling of regimens. * 
A. Did you take the herb tea as well as the pills? | 
B. What was your reason for doing the two together, or not 
combining the remedies? 
C. How does one decide which type of remedy can be used _ 
together or when not to do 


“Vil. SHOPPING AND SWITCHING CONSULTANTS 
1. How many doctors did you see altogether? | 
2. Did different doctors tell you the same cause for.your Mines 8? 


‘ What did you make of it when the doctor told you nothing? 
(patients often insisted that doctors did not tell anything) | 
4. Would your.condition get better if you did not see any doctor? 
5. If the doctor told you what's wrong, did you understand him? 
'-6. How was it that you did not stay with one doctor? Wouldn't — 
he cure you after awhile? 


7. How did you know which different doctors to go to? 


. 8. Why did you stop going to this one? Did you see onethes doctor? 


Vill. THE TRADITIONAL CONCEPT OF ILLNESS 


In the course of interview, note the people's use of traditional con- 
cepts in the health continuum. Use whatever term they use and 
interview around it. Some traditional concepts are: 


A. YI HAY (Hot) 

LIANG (Cold). | 
C. HAY (Energy, Spirit) 

FOONG (Wind) 

E. DAMPNESS 

F. DRYNESS 


WEAKNESS or FULLNESS 


‘1. Note what they spontaneously mention. Ask about what did 
not come up and ascertain their knowledge. 


2. Check out the source of traditional concepts: 
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you . Where did you get the idea? 


3, Check out the tvaditional concept of the he particula illness 

definition. 
A. What did the Chinese say about your SeRaItION?- or 
: _B. What did the herbalist say was wrong wit you? | 


4. The realm of supplement. 


A. Note if any supplement was used. 


B. What would you do now to supplement your condition? | 
What would that be for? 


5. Check on diet regimen. 


A. You mentioned eating that kind of food.” What was it -- 
HOT or COLD? What was the purpose? 
ve B. If the food was prepared by in-laws, what did you think 
of food? Would you wiki it on your 


IX. DEMOGRAPHIC DATA 


‘Demographic data are private matters to a Chinese-American. During 

_a first-time stranger encounter, it would be inappropriate to gather 
demographic data. It would be considered prying if one asked too 

many personal questions. Questions about the person's age, residence, 
occupation, education, duration in the United States, place of origin, 
economic status have to be asked obliquely and interwoven in the con- | 
versation. . One could also offer one's own personal:data and start an 
exchange in demographic data. Explanation of health insurance would 
be a good way to discern whether the person carries insurance. 
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